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ABSTRACT

Spiritual and religious beliefs are significant aspects of a person‟s worldview and have
been well established within many disciplines as a resource for physical and mental health.
Therefore, they are relevant topics for counselors. The governing bodies of the counseling
profession support the discussion of these beliefs in counseling. To meet the ethical mandates for
competency in this area, the Association for Spiritual, Ethical, and Religious Values in
Counseling (ASERVIC) produced the Spiritual Competencies. Despite these efforts, spiritual and
religious material continues to be neglected in counselor training programs. In the absence of a
formal measure of spiritual competency, curricular recommendations have been based more on
speculation about what should be taught than on empirical evidence of students‟ deficits in
spiritual competency. A further concern is that there is no existing measure to empirically
evaluate the efficacy of this type of training.
The purpose of this study was to meet these needs through the development of the
Spiritual Competency Scale (SCS). The pilot instrument was administered to 100 participants at
a southeastern secular university. The final study included 602 participants from 25 secular and
religiously-based universities in 17 states across the nation. All participants were master‟s level
students who were enrolled in mental health, community, school, marriage and family, and
pastoral counseling tracks.
The items were drawn from the literature and address each of ASERVIC‟s nine Spiritual
Competencies. Content validity was establishing through item-competency consensus by an
iii

expert panel. A 6 factor oblique model was extracted through exploratory factor analysis and an
item analysis supported the revised instrument. The pilot instrument yielded favorable test-retest
reliability (i.e., .903) and internal consistency coefficients (i.e., .932). Cronbach‟s alpha for the
28-item revised instrument (i.e., .896) and for each of the resultant factors (i.e., from .720 to
.828) was also satisfactory. There was no evidence of socially desirable response sets in either
administration. The discriminant validity of the SCS was supported by this finding and through a
contrasted groups approach. Students from religiously-based schools had significantly higher
scores than their secular counterparts. There were also differences in scores based on a variety of
demographic variables.
The findings of this study support the use of the SCS to inform curriculum development,
as a measure of training outcomes, and as a tool for the certification of spiritually competent
counselors. Recommendations are made for future analysis of the psychometric properties of the
SCS and the limitations of the study are discussed.
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CHAPTER 1: INTRODUCTION

Promoting holistic health and wellness should be the principal goals of the counseling
profession, according to J. E. Myers, Sweeney, and Witmer (2000). These counseling leaders
advocate a holistic approach, which involves concern for a client‟s mental, physical, and spiritual
functioning. At the same time, the field of counseling is recognizing that over the past 20 years,
the professional literature has pointed to a relationship between spirituality, physical and mental
health, and well-being (Koenig, 1998; Koenig, McCullough, & Larson, 2001; Pargament, 1997).
In addition, the governing council of the counseling professional organization, the
American Counseling Association (ACA), supports the inclusion of spiritual and religious beliefs
in counseling. In the ACA Code of Ethics, these beliefs are upheld as aspects of diversity that are
equally as important and demand the same level of attention as any other diversity factor, such as
race, ethnicity, and sexual orientation (ACA, 2005, A.2.a). Additionally, the Code mandates that
counselors practice within the boundaries of their competence. This means that counselors must
be trained to work with spiritual and religious material in counseling before they can ethically
address these issues with their clients. In response to this position, the Association for Spiritual,
Ethical, and Religious Values in Counseling, a division of ACA, proposed the Competencies for
Integrating Spirituality into Counseling in 1995 as a guide for the counseling profession
(ASERVIC, n.d.). The Competencies, which have been endorsed by ACA, specify what
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counselors need to know to provide counseling to clients who value spirituality and religion and
who wish to include their beliefs in counseling.
Even though spiritual and religious issues have been identified as relevant topics in
counseling, they have yet to be universally included in the counselor education curriculum
(Cashwell & Young, 2004; J. S. Young, Cashwell, Wiggins-Frame, & Bellaire, 2002). This
raises concern about how counselors will gain the background required to address spiritual and
religious issues in an ethical manner. Continuing education would be a viable means for
practicing counselors. However, counselor education programs are best positioned to facilitate
competency for counselors-in-training and to set a precedent for the inclusion of spiritual and
religious material in practice. In fact, counselor educators are currently examining strategies for
incorporating this material into the curriculum. Although a few authors have written about their
experiences with inclusion strategies in the classroom (Curtis & Glass, 2002; Fukuyama &
Sevig, 1997; Ingersoll, 1997; O‟Conner, 2004), the coursework is not based on empirical
evidence of students‟ academic needs in this area nor does a formal measure exist to evaluate the
efficacy of training.
In keeping with the profession‟s commitment to evidence-based practice (Wester, 2007),
it is essential to formally assess students‟ attitudes of spiritual and religious issues in counseling.
An instrument is needed (a) to measure counselor education students‟ knowledge and attitudes of
the material included in the Competencies so that a curriculum will evolve from an empirical
base; (b) to validate course efficacy by evaluating the relationship between training objectives
and outcomes; and (c) to assess counselor competency for professional certification. To date, no
such instrument exists. This study describes the development of the Spiritual Competency Scale
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(SCS), which is based on the ASERVIC Competencies and which intends to meet the
aforementioned objectives.

Significance

A counselor‟s primary responsibility is to help clients resolve mental health issues that
impede their ability to function. However, a counselor‟s concern also extends to all areas of the
client‟s life. The relationship between mental, physical, social, and spiritual functioning is
complex. Psychological functioning both influences and is influenced by physical conditions,
such as cancer, cardiovascular disease, and diabetes (World Health Organization, 2002). When
psychological functioning is impeded, it can lead to mental illness. Mental disorders are among
the leading causes of disability in the United States (Silberner, 2004). They influence all aspects
of life, including finances, work, and leisure, daily functioning, relationships, self-esteem, and
spiritual functioning (Everts & Agee, 1994). As this section will assert, this study is significant to
the field of counseling because of the prevalence of mental illness in our society and the world in
general, the contribution of spirituality to well-being, the need for ethical practice when
including this material in counseling, and the current state of counselor training for these issues.

The Prevalence and Financial Impact of Mental Illness
More than one in four Americans over the age of 18 has been diagnosed with a mental
disorder (National Institute of Mental Health [NIMH], 2005). Currently, over 20 million adults
suffer with mood disorders (e.g., major depressive disorder, bipolar disorder) and over 40 million
adults have an anxiety disorder (e.g., panic disorder, phobias) (NIMH, 2005). Globally, 106
3

million people battle substance abuse and 877,000 commit suicide each year; ninety percent of
those who take their own lives were previously diagnosed with a mental illness (World Health
Organization, 2002). Furthermore, mental illness is not confined to adulthood. Nearly 3 million
American children suffer with emotional or behavioral problems that influence overall
functioning and often lead to more serious physical and mental disabilities (NIMH, 2005).
The financial impact of mental illness is overwhelming. In 2001, treatment costs in the
United States were estimated at $85 billion (Substance Abuse and Mental Health Services
Administration [SAMHSA], 2005). The prevalence of mental illness, combined with the cost of
treatment, makes this health issue the second largest contributor to national health care inflation
(Silberner, 2004). Federal and state agencies financially support treatment for 63% of those with
mental illnesses and in the private sector and 22% of insurance claims are filed for illnesses
related to mental health (SAMHSA, 2005). Because finding ways to overcome mental illness is a
primary concern for the nation, consideration of a client‟s spiritual well-being may be one
avenue for promoting mental health.

Spiritual Wellbeing
Spiritual well-being is an aspect of mental health that significantly contributes to the
quality of life for many individuals (Hermann, Saxena, & Moodle, 2005). According to a
worldwide study, spiritual factors (e.g., faith and meaning in life) influence self-reported quality
of life ratings more than any other aspect of well-being (Saxena, O‟Connell, & Underwood,
2002). Chandler and colleagues (1992) go so far as to say that spiritual health is a prerequisite to
lasting therapeutic change.
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Spirituality engenders a sense of meaning (J. E. Myers et al., 2000), a feeling that life
means something in relation to self, others, the world, and a transcendent force (Prest & Keller,
1993). The existentialists recognized that finding meaning and purpose in life is an innate human
need (Frankl, 1959; Maslow, 1971; May, 1975). When not fulfilled, hopelessness and
meaninglessness are often indicators of mental illness (Beck, 1967; Seligman, 1990).
The ability to assign meaning to life‟s events depends upon satisfying needs related to
purpose, values, self-efficacy, and self-worth (Baumeister, 1991), all of which are facilitated by
spirituality (Cotton, et al., 2006; Everts & Agee, 1994; Jenkins & Pargament, 1995; Pargament,
1997; Roberts, Brown, Elkins, & Larson, 1997; J. S. Young, Cashwell, & Woolington, 1998). In
turn, these variables buffer against biological and psychosocial stressors and facilitate coping and
adaptation (Clark, 1996; C. G. Davis, Nolen-Hoeksema, & Larson, 1998; King & Pennebaker,
1996; Pargament, 1997; Pennebaker & Beall, 1986; Richards & Bergin, 1997; Taylor, Kemeny,
Reed, Bower, & Gruenewald, 2000).
Additionally, spirituality and finding meaning in life promote positive traits and positive
emotions, which also deter the adverse effects of stress (Folkman & Moskowitz, 2000). For
example, individuals with high levels of spiritual commitment are more likely to describe
themselves as “very happy” (J. E. Myers et al., 2000). There is a greater sense of inner peace,
contentment, hope, resiliency, acceptance, and courage in individuals who identify themselves as
spiritual (Beuscher & Beck, 2008; B. Davis, 2005; Galea, Ciarrocchi, & Piedmont, 2007; Poage,
Ketzenberger, & Olson, 2004; Tarko, 2003; Winesman, 2002). Healthy spiritual beliefs also
facilitate optimism, self-perceived competence, and a sense of personal control (Batson,
Schoenrade, & Ventis, 1993; Koenig et al., 2001; McLennan, Rochow, & Arthur, 2001). They
engender attitudes and lifestyles that contribute to pro-social goals (e.g., love, hope, forgiveness,
5

compassion) and they deter involvement in dysfunctional relationships (Chatters, 2000).
Likewise, unhealthy forms of spiritual beliefs are linked to stress, depression, anxiety, substance
abuse, and suicide (Koenig et al., 2001; Pargament, 1997; Richards & Bergin, 1997). In short,
spiritual practices and beliefs have now been proven to be a source of healthy lifestyles, life
satisfaction, positive affect, and successful coping and adaptation.

Ethical Considerations
Spiritual and religious beliefs, values, behaviors, and practices are woven into the fabric
of an individual‟s cultural background, personal development, and worldview (Bishop, 1992;
Pate & Bondi, 1992; Richards & Bergin, 1997). The codes of ethics of most of the helping
professions support these beliefs as aspects of diversity (e.g., ACA, 2005; American
Psychological Association, 2002; National Association of Social Workers, 1999). In ACA‟s
Code of Ethics, spirituality and religion are considered to be as influential as any other cultural
variable. In addition to the commitment by the profession to adhere to this „umbrella‟ code,
many divisions of the ACA also include spirituality and religion in their respective standards of
practice (e.g., American Mental Health Counselors Association, 2000; American School
Counselor Association, 2004; International Association of Marriage and Family Counselors,
2005). Through their governing principles, these organizations formally acknowledge the
counselor‟s obligation to respect and, if appropriate, to integrate a client‟s spiritual and religious
beliefs into counseling. Omitting this aspect of diversity constitutes a failure to respect the
individual as a whole (Shafranske & Maloney, 1990) and points to an ethical violation.
Another aspect of the ACA Code of Ethics that is relevant to this discussion is the issue
of practicing within the boundaries of competence. The Multicultural Competencies (MCC‟s)
6

were originally designed to inform the helping professions of the competencies required to work
with people from diverse racial and ethnic backgrounds (Sue, Bernier, Durran, Feinberg, Smith,
& Nuttall, 1982). Although subsequent research resulted in expanding the MCC‟s to include
other areas of diversity (e.g., sexual orientation, spiritual and religious beliefs), racial and ethnic
issues remain the primary focus of these guidelines (Constantine & Ladany, 2000). Therefore, it
is necessary to have a set of competencies unique to other cultural variables. Recognizing this,
the ASERVIC produced the Competencies for Integrating Spirituality into Counseling. The
Spiritual Competencies inform counselors what they need to know to effectively and ethically
include spirituality and religion in counseling. However, the profession has yet to produce a
viable strategy for including the Spiritual Competencies in counselor training.

Counselor Training
The most logical place for counselors to learn spiritual competency is in their counselor
education programs. Both the ACA and the Council for Accreditation of Counseling and Related
Education Programs (CACREP) require that counselor education programs include training in
spiritual and religious issues (ACA, 2005; CACREP, 2001). CACREP is an independent agency,
recognized by the Council for Higher Education, which sets the standards for accrediting
counselor education programs (CACREP, 2001). Included in CACREP‟s eight core curriculum
areas is the requirement that multicultural and diversity awareness, including attention to
spiritual/religious beliefs, be infused into the counselor education curriculum.
Although both ACA and CACREP support the relevance of spirituality and religion in
counselor education, it is of concern that many counselor education programs still do not meet
these professional standards (Kelly, 1994, 1997; Pate & High, 1995; J. S. Young et al., 2002).
7

Counselor educators probably hesitate to address these issues with their students because they
themselves were not trained or they may feel uncomfortable in this very personal realm
(Weinstein, Parker, & Archer, 2002). Additionally, in the absence of an empirically supported
curriculum, the Spiritual Competencies have not been widely disseminated. It is, therefore,
incumbent upon the profession to develop training strategies that will help educators meet the
guidelines set forth by the governance of the counseling profession.

Summary
This section established mental illness as an overwhelming burden that wages its toll on
the individual, private enterprise, and the nation. Spirituality is one means for moderating the
deleterious effects of mental illness by providing meaning and purpose, improving affect and life
satisfaction, facilitating healthy lifestyles, buffering stressors, and aiding in the processes of
coping and adaptation. The counseling profession recognizes the influence and benefits of
spiritual and religious beliefs and calls for the inclusion of this material in counseling and
counselor education. However, counselors continue to enter the profession without the requisite
training needed to ethically comply with the inclusion mandates that call for counselors to
address these topics. This deficit becomes even more relevant in light of the professions‟
commitment to holistic wellness, of which spiritual well-being is a part.

Theoretical Background

The counseling profession views spiritual health as an integral aspect of wellness. The
notion of wellness was introduced in 1947 by the World Health Organization (WHO), which
8

stated that wellness is not only the absence of disease, but is also a state of optimal functioning
and overall well-being. The counseling profession‟s approach to wellness includes a commitment
to promoting holistic health across the lifespan. Although this mindset was foundational to the
profession, it was not until 1989 that the ACA formally adopted a wellness paradigm and
established counseling as a profession that promotes holistic well-being in all facets of life (J. E.
Myers & Sweeney, 2005a).

Holistic Wellness
J. E. Myers, Sweeney, and Witmer (2000) defined wellness "as a way of life oriented
toward optimal health and well-being, in which body, mind, and spirit are integrated by the
individual to live life more fully within the human and natural community” (p. 252). The
emergence of counseling wellness models represent the profession‟s shift from an illness-based
approach to one that focuses on prevention and optimal functioning. Embedded in this paradigm
is the contention that overall health is significantly dependent upon a balance within and between
the psychological, physical, and spiritual domains (Chandler, Holden, & Kolander, 1992; Kelly,
1994; Witmer & Sweeney, 1992). The counselors‟ task is to attend to a client‟s functioning in all
three areas.
Counselors are well trained to help clients with their psychological concerns. Although
they do not treat physical problems, counselors are trained to collect physical health-related
information at intake. They also learn how physical functioning can influence presenting issues
and they are taught to follow along with a client‟s physical condition and monitor adherence to
treatment protocols prescribed by the client‟s physician. However, the spiritual domain is
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typically left unaddressed or receives only superficial attention through a cursory inquiry into the
client‟s religious denominational preferences during the intake interview.
This is a problem, as was noted earlier, because spiritual beliefs and values are pervasive.
They influence one‟s worldview and are imbedded in most of life‟s experiences - family and
relationships, work and leisure, coping and self-care. People use spiritual strategies to cope with
all of life‟s events (Everts & Agee, 1994). As the counselor plays a crucial role in helping people
with many of these same issues, the ASERVIC Spiritual Competencies guide counselors toward
using this valuable resource.

ASERVIC and The Spiritual Competencies
Although ASERVIC was formed by the merging of three Catholic counseling
organizations (Bartlett, Lee, & Doyle, 1985), it has evolved into a non-denominational entity.
ASERVIC‟s mission is to focus the counseling profession on issues related to spirituality,
religion, and values in counseling. Consequently, it plays a critical role in professional efforts to
infuse spirituality and religion into counseling practice and counselor education (W. R. Miller,
1999).
A major event in ASERVIC‟s history and in the counseling profession began during the
Summit on Spirituality in 1995, when a group of experts met to discuss how the organization
could guide the profession toward spiritual competency. Drawing from the literature, the group‟s
first accomplishment was to describe spirituality as both an active and passive process and as an
innate capacity and tendency that moves one toward many of the attributes that humans value,
such as love, peace, hope, and wellness (ASERVIC, n.d.).
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A second task of the Summit was to produce a set of competencies that would serve as a
guide for ethical practice. These guidelines initially consisted of 23 points grouped under four
knowledge domains, including “(a) general knowledge of spiritual phenomena, (b) awareness of
one‟s own spiritual perspective, (c) understanding of clients‟ spiritual perspective, and (d)
spiritually related interventions and strategies” (J. S. Young et al., 2002, p. 23-24). To comply
with the eight core areas of counselor training set forth by CACREP, the Summit finally decided
upon ten items that subsequently evolved into the current nine Competencies for Integrating
Spirituality into Counseling (G. Miller, 1999). They are as follows:

Competency 1: The professional counselor can explain the differences between
religion and spirituality, including similarities and differences.
Competency 2: The professional counselor can describe religious and spiritual
beliefs and practices in a cultural context.
Competency 3: The professional counselor engages in self-exploration of
religious and spiritual beliefs in order to increase sensitivity, understanding, and
acceptance of diverse belief systems.
Competency 4 - The professional counselor can describer her/his religious and/or
spiritual belief system and explain various models of religious or spiritual
development across the lifespan.
Competency 5 - The professional counselor can demonstrate sensitivity and
acceptance of a variety of religious and/or spiritual expressions in client
communication.
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Competency 6 - The professional counselor can identify limits of her/his
understanding of a client‟s religious or spiritual expression, and demonstrate
appropriate referral skills and generate possible referral sources.
Competency 7 - The professional counselor can assess the relevance of the
religious and/or spiritual domains in the client‟s therapeutic issues.
Competency 8 - The professional counselor is sensitive to and receptive of
religious and/or spiritual themes in the counseling process as befits the expressed
preference of each client.
Competency 9 - The professional counselor uses a client‟s religious and/or
spiritual beliefs in the pursuit of the clients‟ therapeutic goals as befits the clients‟
expressed preference. (ASERVIC, n.d., p. 1).

Following the Summit, CACREP revised its standards to include spiritual and religious
material in the criteria for counselor education programs. That was over ten years ago. Since
then, discussions about how to infuse this material into the curriculum have been ongoing. In
June of 2008, ASERVIC hosted the second Summit in North Carolina. There, experts gathered to
discuss the Competencies, curriculum development, and credentialing. Committees were formed
to explore each of these areas and the group will reconvene at the 2009 ACA convention to
discuss their findings (M. E. Young, personal communication, June 24, 2008).
The Summit‟s initiative is grounded in over a decade of research. Numerous articles have
described positive relationships between spirituality and physical health (Koenig et al., 2001),
mental health (Hodges, 2002; Koenig & Pritchett, 1998), healthy lifestyles and prosocial goals
(Chatters, 2000), quality of life (Saxena et al., 2002), meaning in life (J. E. Myers et al., 2000),
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positive affect (Cotton et al., 2006; B. Davis, 2005), and favorable adaptation (Pargament, 1997).
Conversely, negative or non-existent spiritual beliefs have been linked to depression, anxiety,
and compromised coping strategies (Koenig et al., 2001; Pargament, 1997; Richards & Bergin,
1997).
Outside of the literature, clients and counselors alike recognize the value of spiritual and
religious beliefs in the counseling process. For example, Kelly (1994) and Quakenbos, Privette,
and Kleinz (1985) discovered that a majority of the individuals they surveyed wanted their
spiritual beliefs included in their counseling experience. Many clients have also stated a
preference for counselors who are spiritually oriented (Belaire & Young, 2000; Kelly, 1995;
Simon & Gerber, 1990). A majority of counselors consider themselves to be spiritual and agree
that these beliefs are related to mental health (Carlson, Kirkpatrick, Hecker, & Kilmer, 2002;
Hickson, Housley, & Wages, 2000). Many have become more aware of the relevance of these
issues to their clients, they believe that they should be included in counseling, and they are open
to discussing such issues (Carlson et al., 2002; Grimm, 1994; Mack, 1994; Pate & Bondi, 1992;
Weinstein et al., 2002). However, they do not feel they were adequately trained in their own
counseling programs (J. S. Young, Wiggins-Frame, & Cashwell, 2007).
A majority of students-in-training also believe that their programs have a responsibility to
include discussions about spirituality in counseling (Souza, 2002). Most counselor educators
agree and have expressed support for the Competencies as appropriate guidelines for training (J.
S. Young et al., 2002). However, spiritual and religious issues continue to be neglected in many
counselor education programs (Carlson et al., 2002; Green, Benshoff, & Harris-Forbes, 2001).
Cashwell and Young (2004) found that even when coursework in spirituality in counseling is
offered, not all of the Competencies are addressed. Similar to reports from practicing counselors,
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counselor educators themselves did not receive training and hesitate to include this material in
their coursework (J. S. Young et al., 2002).
In summary, clients want spirituality as part of their counseling experiences. Counselors
agree with its importance. Students want to be taught, teachers want to teach, and the Spiritual
Competencies provide the objectives for training. The next logical step for the profession is to
develop guidelines for including spirituality in training programs.

Statement of the Problem

Several recommendations have been made for integrating spirituality into the counseling
curriculum. These suggestions range from including spirituality as a component of each of
CACREP‟s core courses to offering courses that exclusively focus on the topic; moreover,
proposals for course content differ from study to study (Burke, Hackney, Hudson, Miranti,
Watts, & Epp, 1999; Curtis & Glass, 2002; Fukuyama & Sevig, 1997; Ingersoll, 1997;
O‟Conner, 2004). While they are informative, there are several problems with these proposed
guidelines.
First, there have been no studies to determine the most effective context in which to train
spiritually competent professionals (e.g., a single spirituality course or spirituality as a
component of another class). Recommendations have, therefore, emerged from opinions or
preferences rather than from empirical evidence. Secondly, until students‟ existing knowledge
and attitudes about spirituality in counseling have been empirically determined, the content of
training programs is purely speculative. Third, while many of the authors who reported their
experiences teaching courses on spirituality in counseling do refer to the Competencies, they do
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not specify the extent to which these guidelines influenced curriculum development. The topics
and materials included in the coursework vary from one study to the next, suggesting that these
choices were based on the instructor‟s discretion, rather than on empirical support of students‟
pre-training needs, primarily because no such data exists. Finally, although favorable outcomes
were described in most of the reports, they primarily came from informal inquiry, rather than
from empirical evidence of student achievement (e.g., data from a formal instrument).
For example, Ingersoll (1997) discussed students‟ assessment of his course through
standard university evaluation procedures, Curtis and Glass (2002) assessed students‟ selfreported confidence rating after training for addressing these issues, and O‟Conner (2004) asked
students about their perceptions of the course materials. In one case, a formal student evaluation
process was reported, but the specific format was not discussed (Fukuyama & Sevig, 1997). In
an era of professional commitment to evidence-based practice in both therapy and the classroom
(Wester, 2007), empirical support for the training context, coursework inclusion, students‟
educational needs, and measures of competency attainment are required if the profession is to
move forward with inclusion.
Although most professional discussions about evidence-based-practice focuses on
assessment and treatment (e.g., counseling strategies that have been shown to be effective),
counselor educators have a professional responsibility to meet this criteria in education for at
least two reasons. First, the experiential nature of learning that is typically revered in counselor
education emphasizes observational learning and modeling (McAuliffe, 2008). Instructors who
teach that evidence based practice is paramount, but do not ensure that the curriculum they put
forth is empirically sound, are sending mixed signals to students that may undermine the
importance of the evidence-based message. Secondly, to strengthen the identity of the field of
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counseling, educators must ensure that their pedagogical methods are empirically supported so
that the counselors they produce are firmly grounded in the science of the profession. Some
researchers express concern that counselor effectiveness has been compromised and they are
calling for a reconstruction of clinical training (see Granello & Hazler, 1998; Whiston & Coker,
2000). Moreover, Houser (1998) speculated that increased consumer and governmental
skepticism for the field of counseling are related to the lack of empirical support for its practices
in several areas, including counselor education. Morrissette and Gadbois (2006) challenged
counselor educators to “reflect on the ethics of [their] pedagogical methods.” (p. 138).
It is, therefore, incumbent upon the counseling profession to ground itself in the research
to ensure its growth and to sustain its existence as a unique and viable profession. A large body
of evidence from many disciplines supports the significant influence of spiritual and religious
beliefs (Koenig, 1998; Koenig et al., 2001; Pargament, 1997; Richards & Bergin, 1997). The
profession (e.g., ACA, CACREP) supports their inclusion and has offered guidelines (i.e., the
ASERVIC Competencies). The next step is to determine what should be taught and how to teach
it. This begins by empirically examining the discrepancy between students‟ existing competency
and where they should be as competent practitioners. From there, evidence-based instructional
strategies can be designed. A scale that measures spiritual competency would best inform this
process.
However, an argument can be raised that the profession already has assessments to
measure competency. Because spirituality is an aspect of multiculturalism, are multicultural
assessments not enough to serve this purpose? Research would suggest that this is not the case.
Constantine and Ladany (2000) noted that, in spite of the reports of MCC instrument developers
who claim that their measures assess competency across a variety of multicultural variables, the
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primary construct is competency for working with people of color. Helms (1994) contended that
the term “multiculturalism” is so broad that using it outside of a given context is ambiguous, at
best. Both Constantine and Ladany (2000) and Constantine, Gloria, and Ladany (2002),
themselves scholars in the field of multiculturalism, insightfully discussed the need to develop
instruments that will assess counselor competency for variables that extend beyond racial and
ethnic diversity. Spirituality is one of those areas. Although some of the MCC assessments
address beliefs and values (e.g., Ponterotto, Gretchen, Utsey, Rieger, & Austin, 2002), this
author contends that a cursory item or two will not sufficiently illuminate the pervasive nature of
spiritual and religious beliefs. While the development of the MCC‟s and related assessments has
helped raise awareness of the influence of race and ethnicity, they fall short in other areas of
diversity, including spirituality.

Purpose of the Study

The present study addresses the need in the counseling profession for an instrument that
measures a respondent‟s knowledge and attitudes of spiritual and religious material in
counseling, as defined by the Spiritual Competencies set forth by ASERVIC. The Spiritual
Competency Scale (SCS) meets this need. This instrument includes items that directly relate to
each of ASERVIC‟s nine Spiritual Competencies. Statistical measures will be used to determine
the psychometric properties of the instrument. Because questions have been raised about the
potential for social desirability responding with self-report measures in general (Zerbe & Paulhs,
1987), and the MCC assessments in particular (Constantine & Ladany, 2000; Constantine,
Arorash, Barakett, Blackmon, Donnelly, & Edles, 2001; T. W. Dunn, Smith, & Montoya, 2006;
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Ponterotto et al., 2002), a measure of social desirability will be used to determine whether this
variable confounds students‟ responses to items on the SCS. Furthermore, discriminant validity
using contrasted groups will be evaluated by comparing the SCS scores of students from three
different types of training programs: those enrolled in counseling programs at secular
institutions, those in religiously-based institutions, and students who are enrolled in pastoral
counseling programs. The assumption is that those receiving religiously-based training will be
better prepared to include spiritual and religious issues in counseling and will, therefore, score
higher on the SCS.
The utility of the SCS is threefold. First, it will provide empirical evidence for areas of
the Spiritual Competencies for which remediation is essential and will, therefore, inform current
efforts in curriculum development. Second, it will provide counselor educators with a tool to
assess the outcome of training programs. Finally, it can be used to as evidence of a counselor‟s
attainment of the Spiritual Competencies for certification purposes.

Research Question and Hypotheses

The primary purpose for this study was to determine whether the Spiritual Competency
Scale (SCS), which is based on the Spiritual Competencies proposed by ASERVIC, is a
psychometrically sound instrument for measuring master‟s level counselor education students‟
self-reported competency for including spiritual and religious material in counseling. The
following research questions guided this study. (1) Is there a relationship between responses on
the SCS and a measure of social desirability? (2) Are the reliability properties of the initial
instrument satisfactory? (3) Does the factor structure of the SCS support the nine Spiritual
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Competencies proposed by ASERVIC? (4) Does the internal consistency of the revised
instrument reach satisfactory levels? (5) Can discriminant validity be established with contrasted
groups that are expected to score differently on the SCS (i.e., students enrolled in secular and
religiously-based counseling programs)? The hypotheses related to these questions are shown
below.
Hypothesis One. There is no significant relationship (p < .05) between total scores
on the SCS and social desirability scores as measured by a brief form of the
Marlowe-Crowne Social Desirability Scale.

Hypothesis Two. The initial instrument used in the pilot will yield satisfactory
temporal and inter-item reliability coefficients. (a) Administration of the SCS to
the same group with a two week interval between administrations will yield a
correlation coefficient for the two scores that meets or exceeds .80. (b) The
internal consistency reliability of the initial SCS will meet or exceed Cronbach‟s
alpha of .70.

Hypothesis Three. The factor structure of the SCS following administration a
national sample will yield nine factors that are conceptually representative of the
nine ASERVIC Spiritual Competencies and these factors will be less than
moderately correlated with each other (i.e., r<.50).

Hypothesis Four. The internal consistency reliability of the revised instrument
and of each individual factor will meet or exceed Cronbach‟s alpha of .70.
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Hypothesis Five: Students who are enrolled in counseling programs in religiouslybased schools and pastoral counseling programs will score significantly higher (p
< .05) on the SCS than students who are enrolled in counseling programs in
secular schools.

Definitions and Assumptions

Definition of Terms
Spirituality. For the purpose of this discussion, the definition of spirituality proposed by
ASERVIC is used. Spirituality is the life force that involves
the drawing out and infusion of spirit into one‟s life. . .It is experienced as an
active and passive process. . .a capacity and tendency that is innate and unique to
all persons. . ..[Spirituality] moves the individual toward knowledge, love,
meaning, peace, hope, transcendence, connectedness, compassion, wellness, and
wholeness. [It] includes one‟s capacity for creativity, growth, and the
development of a value system. . .[it includes] experiences, beliefs, and practices.
. .While spirituality is usually expressed through culture, it both precedes and
transcends culture (ASERVIC, n.d., p. 1).
Spirituality is a condition of being spiritual and represents a connection to the spiritual
aspect of self described in the tripartite of wellness (e.g., mind, body, and spirit).
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Religion. In this study, religion is defined an integrated system of beliefs that are shared
by a group and that provide the means for connecting with one‟s spirituality through rituals,
practices, and traditions.
Master’s level counseling students. The participants in this study are master‟s level
students who are enrolled in counselor education programs, specifically in mental health,
community, marriage and family, school, and pastoral counseling tracks.
Spiritual Competencies or the Competencies. These terms refer to the Competencies for
Integrating Spirituality into Counseling, set forth by ASERVIC. This group of nine guidelines
represents the foundational knowledge and attitudes that counselors should attain before
including spiritual and religious material in counseling. The Competencies are listed in full in
both Chapters 1 and 2.
Spiritual competency. A level of competency (ability to carry out a task) that has been
attained by gaining the knowledge, attitudes, and skills proposed by the ASERVIC Spiritual
Competencies.
Secular university. Public and private institutions of higher learning that are
governmentally (e.g., state) or privately funding, but are not affiliated with organized religion.
Typically, these universities offer master‟s level training in mental health, community, school,
and/or marriage and family counseling.
Religiously-based institutions. Private institutions of higher learning that may be
affiliated with a particular organized religion or that may be non-denominational, but that
function from a religiously-oriented philosophy. These universities offer training in programs
that are similar to secular universities, but the coursework is typically infused with spiritual
and/or religious values training.
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Pastoral Counseling. Degrees in pastoral counseling prepare the individual for
integrating religious worldviews into the contemporary behavioral sciences. In addition to the
standard counselor education curriculum, these programs include courses that focus on spiritual
and religious material. Examples of coursework include, “Spiritual Leadership,” “Theology and
Counseling,” “Philosophy of Religion,” and “Counseling Religious Clients.” Ministry is often a
major focus. Pastoral counseling programs are found in both secular universities and theological
institutions.
The Spiritual Competency Scale (SCS). This instrument was developed across the course
of this study. Its purpose is to assess counselor education students‟ self-perceptions of their
competency for including spiritual and religious issues in counseling, according to ASERVIC‟s
Spiritual Competencies. It is a 90 item instrument with a 6 point Likert-type response format.
Additionally, the SCS includes 7 social desirability items and 15 demographic questions.

Assumptions
1.

The primary resource for item generation for this instrument is Cashwell and Young‟s
(2005) Integrating Spirituality and Religion into Counseling. It is assumed that the
information included therein (a) serves to further define the Spiritual Competencies; and (b)
provides an accurate representation of the Spiritual Competencies.

2.

Each of the Spiritual Competencies will be adequately and proportionately represented by
the items on the instrument.

3.

Members of the „expert‟ panel who assist with item sorting will be knowledgeable of the
Spiritual Competencies and their underlying tenets.
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4.

The panel that assesses the instrument for face validity will be a representative sample of the
population of interest.

5.

Faculty at participating programs who agree to administer the instrument will follow written
instructions and professional protocol for administering research assessments. This includes
administering during the regular class period, allowing students ample time to read and
understand the informed consent document and to complete the questionnaire, ensuring that
students do not feel coerced to participate, and protecting students‟ confidentiality.

6.

Spiritual and/or religious material is included in the counseling curriculum of religiouslybased institutions and these students will, therefore, score higher on the SCS.

7.

Participants‟ responses will be truly representative of their thoughts and attitudes about the
items of the SCS.

Summary

Many clients value spirituality and religion and would like to incorporate their beliefs
into their counseling experiences (Quakenbos et al., 1985). These issues are part of the fabric of
an individual‟s worldview. They also exert a significant influence on overall health, wellbeing,
and most other aspects of life. Optimally, spiritual and religious beliefs are a therapeutic resource
in counseling; on the other hand, they may be part of the problem (Heise & Steitz, 1991). It is,
therefore, incumbent upon counselors to have gained the appropriate competencies to address,
assess, and incorporate these issues into counseling.
A majority of counseling professionals agree with this proposition, stating that they, too,
value spiritual and religious beliefs and feel that they are important in counseling (Kelly, 1994,
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1997; Pate & High, 1995; J. S. Young et al., 2007). In spite of support from both sides of the
counseling relationship, however, many professionals continue to hesitate to address these issues
in both counseling and counselor education. Commonly, lack of training is cited as a concern (J.
S. Young et al., 2002; J. S. Young et al., 2007). Technically, untrained professionals are acting in
an ethical manner by steering from material they have not been prepared to address. However,
the ACA Code of Ethics suggests that ethical standards may also be compromised by not
including relevant material in counseling sessions. Therefore, curricular omission is also a
concern for counselor educators, according to both ACA and CACREP standards.
Fortunately, this problem is being addressed. ASERVIC has provided guidelines for
spiritual competency and has initiated a forum to resolve some of these concerns. A major
outcome of the second Summit was to form committees to address the Competencies, curriculum
development, and competency certification. The missing link between the Competencies and the
other two domains, however, is an instrument to advise the curricular development process and
to measure competency following training. To date, no such instrument exists. Assessments
related to the Multicultural Competencies, while unprecedented for measuring racial and ethnic
competency, fall short in the spiritual domain. Consequently, the missing link remains.
This study proposes to fill this gap by developing an instrument to measure students‟ selfperceptions of their spiritual competency. Considering the importance that both counselors and
clients place on spiritual and religious beliefs, the relationship between these beliefs, health, and
wellbeing, the current lack of training in counselor education programs, and the curricular
discussions initiated by the second Summit, the development of the SCS is both judicious and
essential as the counseling profession evolves toward more fully meeting the needs of its clients.
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In the following chapters, the rationale behind this study and the procedures that guided
the development of the SCS will be discussed. Chapter Two presents an overview of the
literature that supports this study and includes research that establishes the relevance of
spirituality and religion for both clients and counselors. The history of the wellness movement,
spirituality in counseling, multiculturalism, and the various governing entities that support these
issues in counseling will also be addressed. In Chapter Three, the methodology that guided this
study is described, including the research question, hypotheses and design, the participants and
sampling procedures, and the methods for data collection and analysis. In Chapter Four, the
reader will find an analysis of the data for both the pilot and the national administration,
including procedures specific to instrument development (e.g., internal consistency, test-retest
reliability, discriminant validity, and factor analysis). Finally, Chapter Five discusses the
findings and their implications, the limitations of the study, and makes recommendations for
future research.
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CHAPTER TWO: LITERATURE REVIEW

Spirituality and religion have a significant impact on physical and mental health, coping,
social functioning, personality and emotional factors, and even mortality rates (Koenig, 1998;
Koenig et al., 2001; Pargament, 1997; see also Richards & Bergin, 1997). This chapter asserts
that spiritual and religious issues are also are integral to the concept of holistic wellness, which is
becoming part of the mainstream counseling philosophy. It will review studies of spirituality and
religion in counseling, support from the governing entities in the counseling profession, ethical
concerns, and the relevance of spirituality within a multicultural framework. This chapter also
demonstrates how, in spite of support from clients, practitioners, and counselor educators for
integrating spirituality and religion in counseling, deficits remain in practice and in education. In
counselor education, for example, a literature is emerging which addresses how to infuse
spiritual and religious issues in counselor education and counseling practice (Curtis & Glass,
2002; Fukuyama & Sevig, 1997; Ingersoll, 1997; O‟Conner, 2004). Still, counselor education as
a whole has yet to adopt a formal curriculum and many programs still do not cover these topics
well, if at all (Kelly, 1994, 1997; Pate & High, 1995; J. S. Young et al., 2002).
Part of the task of integrating this material into counselor education programs is to ensure
that pedagogical methods emerge from empirical evidence and that training will meet the
educational objectives defined by the Spiritual Competencies proposed by the Association of
Spiritual, Ethical, and Religious Values in Counseling (ASERVIC). The Spiritual Competencies
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have received a high level of support from counseling professionals as the best existing
guidelines for defining spiritual competency and for guiding the inclusion of this material in
counselor education. In this chapter, we will discuss these Competencies, which inspired this
research project. This review of the literature concludes with a discussion about the need to
develop an instrument based on the Spiritual Competencies that will measure spiritual
competency, inform curricular strategies, and provide evidence for the success of training.
Because, spirituality and religion are relatively new areas of study in counseling and
psychotherapy, this chapter will open with a clarification of the terms. Next is an historical
account of these constructs in the helping professions. Finally, I will argue that spiritual and
religious issues hold a central position in clients‟ lives and should, therefore, be of intense
concern for counselors and the counseling profession.

Spirituality and Religion

Spirituality and religion are related and are frequently thought of as synonymous
constructs. However, there are important differences between them. Perhaps because of the
outward manifestation of religious behaviors (e.g., church attendance, organizational
membership, etc.), reaching consensus on the definition of religion is generally a straightforward
task; it is a social institution that promotes a formal and integrated system of practices, values,
and beliefs within a shared community (Dollahite & Marks, 2005). Religion is a characteristic of
a group that provides a framework for defining how to live life, a means for connecting to the
sacred, and a pathway to spiritual experience (Fukuyama & Sevig, 1997; Helminiak, 2001;
McLennan et al., 2001; Pate & Bondi, 1992).
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On the other hand, spirituality is a characteristic of the individual. It is an internalized,
personalized construct and, like other „unobservable‟ phenomena, is much more difficult to
define. The ambiguous and diverse nature of spirituality itself further compounds this process.
Just as cognitive therapists have been able to operationalize and define thoughts and thought
patterns, it may also be within our grasp to develop definitions of spirituality that are clear and
researchable. Although a clear operational definition remains elusive within many disciplines, a
group of experts working on behalf of ASERVIC (n.d.) suggest the following description that
combines many of the elements proposed in the literature.
Spirit may be defined as the animating life force, represented by such images as
breath, wind, vigor, and courage. Spirituality is the drawing out and infusion of
spirit in one‟s life. It is experienced as an active and passive process. Spirituality
is also defined as a capacity and tendency that is innate and unique to all persons.
This spiritual tendency moves the individual toward knowledge, love, meaning,
peace, hope, transcendence, connectedness, compassion, wellness, and wholeness.
Spirituality includes one‟s capacity for creativity, growth, and the development of
a value system. Spirituality encompasses a variety of phenomena, including
experiences, beliefs, and practices. Spirituality is approached from a variety of
perspectives, including psychospiritual, religious, and transpersonal. While
spirituality is usually expressed through culture, it both precedes and transcends
culture. (p. 1).
Spirituality supports health, well-being, and human development (Stebnicki, 2006;
Worthington, 1989). Clinebell (1995) asserted that spirituality provides a philosophy of life that
fosters creative values, transcendence, and the development of the higher self. As spirituality is
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integrated into daily functioning, it informs questions about life‟s purpose and forges
connections with others. Membership in a caring spiritual community fosters a sense of
belonging and adherence to a shared belief system that guides coping strategies and outlines
mechanisms for change. It also provides a forum for spiritual nourishment, moral development,
and healthy functioning (Clinebell, 1995; J. S. Young, Frame, & Cashwell., 1998). Yet,
spirituality is what each individual experiences and is independent of group membership (M. E.
Young & Roach, In press).
Commonalities between religion and spirituality are readily apparent. For example, each
can be associated with values, beliefs, and community participation. In fact, Pargament, in
Zinnbauer and Pargament (2005), argues that, in spite of the contention of many writers, the two
construct need not be separated. Rather, he conceptualizes spirituality as a search for the sacred
for which there are many paths, one of which is religion. While it is possible to be religious
without being spiritual (i.e., religious involvement strictly for personal gain or socialization) and
equally possible to be spiritual without involvement in a religious community or without
adhering to religious doctrine, early experiences with religion often give rise to current spiritual
beliefs and practices (Wendel, 2003).
The close relationship between these concepts, coupled with the early scholars‟ attention
to observable religious behaviors and a recent professional focus on spirituality contribute to the
synonymous use of the terms “religion” and “spirituality” in the literature. To maintain the
integrity of the studies discussed in this review, the terms of the original authors will be used.
However, it is assumed that the primary construct of concern is an innate, internalized experience
that is often thought of as spirituality.
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The Benefits of Spirituality
Everts and Agee (1994) propose that spiritual values and beliefs significantly influence
all aspects of life, including health, mental health, interpersonal relationships, intrapersonal
development, and vocational activities. For example, the authors note that the origin of illness,
the pervasive nature of pain, and how healing is accomplished are often attributed to the
motivations of a higher power. The sadness, hopelessness and helplessness often present in
depression and anxiety may be symptoms of a lack of spirituality in a person‟s life. Conversely
joy, feelings of empowerment, meaning, and hope are the results of spiritual health. Everts and
Agee remind us that relationships can be pervaded by spiritual values that influence attitudes
toward birth and child rearing, marriage and divorce, anger and forgiveness, goals and
aspirations, and even death. Spirituality profoundly influences self-esteem, locus of control, selfefficacy, identity, sexual orientation, and personality. The authors contend that even vocational
pursuits, such as making job decisions, finding purpose in work responsibilities, or the
challenges and instability that accompany unemployment have spiritual undertones and
motivations. Spirituality contributes to quality of life and life satisfaction ratings, stress and
emotional turmoil, and perceptions of life‟s purpose and meaning. When life is out of balance,
the client may turn to counseling. Thus, knowingly or unknowingly, counselors are often
working in the realm of the spiritual.

Current State of Affairs
Currently, all of the helping professions have begun to recognize the relevance of
spiritual and religious issues in counseling. This is most apparent in the unprecedented attention
they are receiving in the professional literature. The observable manifestations of religious
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behavior (e.g., church attendance, prayer, ritual) have fueled a great deal of research over the last
20 years, while the intrinsic influence of spirituality has only recently been identified as a special
topic of study. Robin Powers (2005) found 3 works (e.g., articles, books, dissertations) related to
spirituality and counseling published in the 1930‟s; however, this figure increased to 604
references in 2004. When adding the term “training,” Powers found an increase from 1 article in
the 1940‟s to 70 in 2004. Although the latter figure is encouraging, it also suggests that more
research is needed to inform counselor education training programs. This is especially true as
strategies for infusing spirituality into the curriculum are being considered.
The argument in favor of curricular inclusion is backed by a great deal of research in
support of the physical and mental health benefits associated with spiritual beliefs and practices.
However, the most important consideration for addressing spiritual beliefs, values, and practices
is their substantial and pervasive influence on the minds and lives of the clients who are served.
Before discussing the evidence supporting this notion, it is helpful to understand the evolution of
spirituality and religion in the helping professions.

The History of Spiritually in Counseling

Perhaps because of the influence of early psychologists, the topics of spirituality and
religion and their relationship to counseling have fallen in and out of favor within the helping
professions for much of the last century. For example, in his book, Future of an Illusion (1927),
Freud asserted that religion was an infantile neurotic preoccupation with a grand protector and
that religious rituals were analogous to obsessive-compulsive behavior. To Freud, human
enlightenment was not possible until science was able to quell the universal illusion of God
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(Genia, 1995). In much the same vein, Ellis (1992) argued that devout religious beliefs were
irrational and immature cognitive processes. These men had a tremendous influence on the
establishment of the psychological sciences and, subsequently, religion‟s place in that domain.
They influenced generations of therapists in all of the helping professions and made religion and
spirituality a professional taboo.
However, not all psychologists viewed spirituality and religion with contempt. William
James‟ lectures at the University of Edinburgh and his subsequent book, The Varieties of
Religious Experience (1902/1985), were an important countervailing force to Freud‟s
psychodynamic paradigm. James noted that deep spiritual experiences profoundly affected the
lives of those who had such experiences, compared to those for whom religion served a more
utilitarian purpose. By this distinction, he recognized the difference between intrinsic religion
(spirituality) and extrinsic religion (religious practice).
James also believed that feelings were the “cornerstone of spirituality” (Genia, 1995, p.
6) and that the mind served as the bridge between the unseen (i.e., God/supernatural or our own
deeper nature) and the physical world (James, 1902/1985). He proposed that prayer and
meditation helped people draw upon their own natural resources and connect these worlds. For
James, spiritual practice involves the psyche and psychological work involves what he defines as
the spirit. He argued that it is the individual‟s subjective evaluation of the effects of religion that
mattered; the “true” existence of God was incidental if believing produced positive
consequences. Because James assumed that religion was a highly influential aspect of
humanness, he believed that was it a valid domain for scientific inquiry. Many other scholars
have followed James‟ lead in supporting the relevance of spiritual concerns in psychology.
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One of those scholars was Gordon Allport. Allport (1960) questioned whether mental
health was even possible until the individual had connected with his or her spiritual side. His
research on intrinsic (personalized) and extrinsic (externalized) religiosity provided support for
the influence of different types of religiousness on psychological outcomes. Around the same
time, Jung (1958) asserted that “an inner transcendent experience,” not merely intellectual or
moral insight, was required to withstand the “blandishments of the world” (p. 24). His interest in
Eastern religions motivated him to propose that the spiritual dimension was relevant and should
be included in Western theories of psychology (Laszlo, 1954). Jung‟s work later influenced
Assagioli (1965), the founder of psychosynthesis, who hypothesized a “superconsciousness,”
from which higher intuition and aspirations emerge. Assagioli proposed that spirituality is an
aspect of inner consciousness that can be tapped through cognitive techniques, such as imagery
or dreamwork. He believed that if people attended to the messages and the symbols elicited by
these techniques, creativity, intuition, illumination, and wisdom could be enhanced. Spiritual
drives, according to Assagioli, are “real, basic, and fundamental” (p. 194).
Abraham Maslow agreed. In the 1950‟s, Maslow (1971) drew psychology‟s attention to
the innate human need for self-actualization, of which spirituality is naturally a part. Selfactualization included the notion of transcendent “peak experiences.” He believed that the
spiritual aspect of life is a defining characteristic, “part of the human essence” (p. 235). Maslow
was instrumental in the founding of the Journal of Humanistic Psychology in 1961 and, in 1969,
along with Anthony Sutich, the Journal of Transpersonal Psychology. Both publications were
among the first to introduce spirituality to the field of psychology.
Maslow (1971) believed that humans have innate “being needs,” such as joy, love,
beauty, and goodness. When these needs are not met, Maslow said we are subject to
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metapathology – an acute state of spiritual deprivation that contributes to alcoholism, anxiety,
fear based disorders, and depression. If one considers spirituality as something that yields a sense
of meaning, love, compassion, forgiveness, hope, and connection with others, it is easy to see
how depression is conceptually spirituality‟s opposite (e.g., meaningless, helplessness,
pessimism, narcissistic focus, alienation from others, etc.). Maslow contended that the cure for
metapathology was to forge a connection with the spiritual; the desirable traits of self-awareness,
insight, personal growth, and self-actualization are the subsequent results. Moreover, he believed
that this connection facilitated creativity and sensitivity, restoration of personal power, and,
ultimately, the integration of the self.
Also from the field of Humanistic Psychology, Carl Rogers (1973) conceptualized the
ultimate human goal in much the same way as Maslow. Rogers proposed that the fully
functioning individual is driven by an actualizing tendency that motivates him or her toward
positive growth, self-awareness, and harmony between real and perceived aspects of self. Some
go as far as to say that Rogers‟ empathy, congruence, and unconditional positive regard – the
qualities that characterize the therapeutic relationship - facilitate a spiritual bond between the
counselor and client (Benjamin & Looby, 1998).
Rogers held that the therapeutic relationship is affected by the characteristics of the
counselor. Relevant qualities, such as empathy, congruence, and unconditional positive regard
are necessary to promote change and growth (Carkhuff & Berenson, 1967; Rogers, Gendlin,
Kiesler, & Truax, 1967; Truax & Carkhuff, 1967). These qualities are present when the
counselor is genuine, respectful, and non-judgmentally open to exploring a client‟s worldview.
This worldview is shaped by thoughts, experiences, values, and beliefs – including those that are
spiritual or religious in nature - and it largely determines how we interpret life‟s circumstances. It
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is, therefore, a significant concern for counselors. As the following section will show, spiritual
and religious beliefs are a very common aspect of people‟s worldview. Thus, the counselor must
be willing and able to understand the religious and spiritual needs of their clients.

Spirituality, Religion, and Counseling

A majority of Americans believe that spiritual and/or religious beliefs provide answers
for most life‟s problems (Princeton Religious Research Center, 2000) and over 75% believe that
these convictions provide critical support during challenging times (University of Pennsylvania,
2003). In one survey, a third of the participants had personally experienced or knew of others
who had had remarkable healing experiences that were attributed to spiritual or religion factors;
72% of this group cited divine intervention as the mechanism of change (Princeton Religious
Research Center, 2000). Ninety percent of Americans profess a belief in God or a universal spirit
(Winesman, 2005). Over 65% belong to a church or synagogue and 57% attend services at a
religious institution at least once a month (Gallup, 2001). These figures, attesting to the spiritual
and religious fabric of American culture, have remained consistent across the last 30 years
(Russell & Yarhouse, 2006).
Religious institutions have a strong presence in American culture. There are over 300,000
religious congregations in operation in this country (Cnaan, Sinha, & McGrew, 2004). This
includes more than 1200 different Christian groups, 700 non-Christian groups, and many
variations within each of these traditions (McLennan et al., 2001). Fifty percent of adults profess
to be Protestant, 24% are Catholic, 9% identify with other Christian groups, and over 2% are of
the Jewish faith (Gallup, Gallup, & Newport, 2004). In the last few decades, changing
35

demographics and a greater global perspective have contributed to substantial increases in the
numbers of people identifying as New Age (240%), Buddhist (170%), Hindu (237%), and
Muslin (109%) (Barrett, Kurian, & Johnson, 2001). Only 11% report that they have “no religion”
or are atheist or agnostic (Gallup et al., 2004).
These figures deliver a clear message – religion is the most common and widespread
institution in this country (Cnaan et al., 2004). Americans, regardless of their cultural
background, are a religious people and, in spite of recent media attention for the “secularization
of America,” spiritual and religious beliefs continue to profoundly influence people‟s perceptions
of self, other, and the world (Bergin, 1991; Pate & Bondi, 1992; Worthington, 1989). They are
imbedded in all aspects of life and their pervasive influence, coupled with unprecedented
spiritual and religious diversity in America, underscores the counselor‟s challenge to recognize
and validate these beliefs and understand their place in counseling.

The Relevance of Spirituality and Religion in Counseling
In the late 1980‟s, Worthington (1989) proposed several reasons for introducing spiritual
and religious material into counseling. First, he recognized that the worldview of a majority of
Americans is informed by spiritual and religious beliefs. To deny this human dimension a
presence in the counseling milieu is akin to ignoring the influence of race or ethnicity. Secondly,
Worthington said that often the emotional crises and psychosocial disorganization that drive
clients to counseling also increase their reliance on spiritual and religious supports. A
counselor‟s denial of the contribution of these supports is problematic on two counts: on one
hand, the counselor may be discounting a natural resource (e.g., a means for support and a
reframe for adversity); on the other hand, dysfunctional beliefs (e.g., believing that a problem is
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punishment from God) may be part of the presenting issue. It is, therefore, imperative to discern
if and how these beliefs are functioning.
A third reason to address these concerns, according to Worthington, is because
counseling has typically functioned from a purely secular perspective. Historically, this has
encouraged a large percentage of religiously-oriented individuals to seek mental health
assistance from clergy members, rather than from counselors (Chalfant, Heller, Roberts, Briones,
Aguirre-Hochbaum, & Fan, 1990). This immediately points to the fact that clients believe
religion plays a role in problem resolution. It also suggests that clients may fear that their beliefs
will be neglected, challenged, misunderstood, or pathologized by mental health professionals
(Worthington, 1989). Fortunately, current trends are reflecting changes in counselors‟ attitudes
toward spirituality and this may help clients overcome their concerns and recognize that
counseling is a safe haven for talking about their beliefs.

Clients’ and Counselors’ Perspectives
Over the last 20 years, studies have repeatedly corroborated the value that many clients
place on counselors who are sensitive to clients‟ spiritual and religious concerns. In an early
study of South Florida residents, 35% said that they preferred counseling that was religiouslybased, while 79% believed that their spiritual and religious values should be at least included in
their counseling experience (Quakenbos et al., 1985). Ten years later, Kelly (1995) reported
similar findings; 81% expressed a desire for inclusion.
More recently, Belaire and Young (2000) revealed that a counselor‟s spiritual orientation
influences counselor selection. In this study, the authors presented a group of students with two
identical descriptions of counselors, with one exception: one counselor was attributed with
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expertise in working with spiritual issues. Nearly 30% of the participants expressed a preference
for the spiritually oriented counselor. At first blush, this relatively low percentage seems to
conflict with the findings in the Quackenbos and Kelly studies cited above. However, those
studies assessed clients‟ preferences for inclusion of their own beliefs, while Belaire and Young
examined preference for a counselor based on the counselor‟s beliefs. Therefore, it appears that
the counselor‟s orientation is secondary to the client‟s desire to discuss his or her own beliefs.
However, such generalizations are difficult, considering that the Belaire and Young group was
highly homogeneous in age and education - all were relatively young, business management
students. But the interesting point is that close to one third of this group preferred the condition
associated with the counselor‟s spirituality. If counselors do not convey an openness to discuss
spirituality, the needs and wishes of one in three clients may be overlooked. In turn, these clients
may inhibit sharing therapeutically relevant material or may seek assistance elsewhere (W. R.
Miller, 1999). Opening the door for spiritual discussion is a relatively simple process that may
yield a wealth of information and validate the client‟s values and beliefs.
However, inclusion has yet to become mainstream, even though many counselors hold
values that are similar to the general population. J. E. Myers and Truluck‟s (1998) study revealed
that only 7.7% of their sample of professional counselors identified as atheist or agnostic, while
the remainder of the group reported ties to a religious tradition. Fifty-seven percent were regular
participants in organized religious practices and 63% engaged in daily personal rituals.
Moreover, these professionals highly endorsed the notion of a relationship between
spirituality/religiosity and mental health. They also believed that these values should play a
significant role in counseling. Yet, in another study, only 48% of ACA members felt prepared to
include spiritual or religious material in counseling (J. S. Young et al., 2007). Although many
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counselors value these beliefs, both personally and professionally, they are not receiving the
training they need to ethically address this significant aspect of their clients‟ lives.

Summary
It has been well established that the majority of Americans, including counselors, highly
value their spiritual and religious beliefs. These beliefs are often relied upon during challenging
times when clients also turn to counseling, and many would like to integrate their beliefs into
their counseling experience. Although most counselors have not had the proper training to
include spiritual and religious issues in counseling, many acknowledge the significant connection
between these beliefs and mental health. This connection will be explored later in this discussion,
but it is first necessary to understand the substantial influence of spirituality and religion on
health and wellness, coping, risky behaviors, and many other issues that are commonly
introduced in counseling.

Spirituality, Religion, Health and Coping

A variety of disciplines across the last 20 years have produced empirical support for the
relationship between spirituality/religion and health. In their meta-analysis, Koenig,
McCullough, and Larson (2001) collected over 1200 studies that examined the health benefits of
several variables, including religious activities (e.g., church attendance, personal prayer),
denominational affiliation, intrinsic/extrinsic (internalized/ externalized) religiosity, and
measures of spiritual well-being. Their findings support the notion that spiritual and religious
beliefs are a substantial resource for coping with adverse events, moderating psychological
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symptoms, and reducing the risky behaviors typically associated with substance abuse and
suicide. These beliefs can also hasten the recovery process and they play a role in the prevention
of a variety of physical problems (P. Benson, 1992; Koenig et al., 2001).
Although clients do not typically seek counseling for physical problems, these findings
are relevant to counseling because physical functioning is a vital component of the holistic
approach that defines the counseling profession. At the very least, a client‟s current and past
health status is assessed during intake procedures to determine the impact of physical functioning
on mental health concerns or vice versa. For this reason, it is important for counselors to have an
understanding of how physical health can be influenced by spiritual and religious factors. This
point will be demonstrated in this section, beginning with an introduction to the relevant
literature on mortality and physical health and transitioning to studies on coping and mental
health.

Overview of the Literature
Weaver and colleagues (2006) found that over 16,000 professional articles published
between 1965 and 2000 discuss a connection between spirituality, religion, and health. Although
the early literature primarily looked at the relationship between health and observable religious
behaviors (e.g., attendance, prayer, etc.), the professional focus has more recently shifted to
internalized religiousness and spirituality (e.g., beliefs, values, meaning). These issues have also
caught the attention of the general public, as evidenced by a cursory review of the spirituallyrelated books that have entered general circulation across the last 10 years (Blanch, 2007). In
both the professional and public realms, the literature has expanded at seemingly unprecedented
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rates and the relationship between spiritual and religious variables and a variety of health-related
outcomes, from mortality to mental illness, has been repeatedly substantiated.

Spirituality, Religion, and Mortality
Several longitudinal studies have provided support for the relationship between spiritual
and religious practices and mortality rates (Helm, Hays, Flint, Koenig, & Blazer, 2000;
Strawbridge, Cohen, Shema, & Kaplan, 1997). Hummer, Rogers, Nam, and Ellison (1999)
followed 21,000 adults for nine years to determine the likelihood of death by any cause. The
authors examined health, lifestyle, economic, and social factors, as well as religious attendance.
Even when controlling for these other factors, attending religious services more than once a
week predicted an increased lifespan of up to 14 years. Conversely, the authors found that
weekly or less than weekly attendance predicted a 20% greater risk of dying, while never
attending services was related to a 50% higher death rate compared to those who attended more
frequently.
In their review of 42 mortality studies involving 126,000 participants, McCullough, Hoyt,
Larson, Koenig, and Thoresen (2000) found that highly religious people had higher odds for
survival (29%) than those who were less religious. This study was unique in that the authors
extended their analysis beyond studies that focused on religious behaviors (e.g., church
attendance) and included others that examined more private variables, such as the personal
importance of faith and the strength and comfort derived from a relationship with God. After
controlling for 15 factors known to predict longer life, the effect of religious variables on
mortality rates remained substantial.
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The influence of strong religious beliefs on mortality is strikingly evident in Cache
County, Utah, where 91% of the population is Mormon and life expectancy is higher than for any
other group in the United States (Koenig, 2006). Men who reach 65 tend to exceed the national
norms by 10 years. Of course, these finding do not assure that religious participation will
promote longevity. Koenig, George, and Peterson‟s (1998) study of 1000 seriously ill
hospitalized men revealed that the mortality rates of religious and non-religious participants did
not significantly differ. However, participants who relied on healthy religious beliefs did have
lower rates of depression.
On the other hand, dysfunctional religious beliefs, such as feeling that illness is a
punishment from God, can trigger a state of spiritual distress that is directly linked to mortality
(Pargament, Koenig, Tarakeshwar, & Hahn, 2001). Both healthy and dysfunctional religious
beliefs play a critical role in recovery (Fitchett, Rybarczyk, DeMarco, & Nichols, 1999) and they
exert their influence on a variety of other variables associated with specific illnesses.

Spirituality, Religion, and Illness
Koenig and colleagues (2001) found that over 75% of the studies they reviewed
demonstrated that spirituality and religion moderated factors associated with cardiovascular
disease. Likewise, 86% of the hypertension studies they investigated showed favorable outcomes
for patients who were spiritually or religiously oriented. Positive relationships were also found
between spiritual and religious beliefs and health issues related to cancer, cerebrovascular
disease, pain, AIDS/HIV, and other immune system disorders. Moreover, these beliefs were
instrumental in reducing hospital admissions and lessening hospital recovery time when
admissions were warranted (Koenig & Larson, 1998).
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Again, it is important to note that these findings do not propose that physical symptoms,
illness, or disease are eradicated by spiritual or religious commitment. Our current body of
knowledge of spiritual and religious variables is limited, so identifying causality through true
experimental measures is difficult. However, these studies do indicate that a relationship exists
between spirituality, religion, and physical health, perhaps through psychological channels. For
example, the degree to which one physically experiences an illness is influenced by subjective
quality of life ratings, levels of hope and optimism, finding meaning and purpose in the illness,
stress management, and the ability effectively cope - all of which have been linked to healthy
spiritual or religious beliefs and practices (Koenig et al., 2001). Interestingly, these findings are
not culture specific. A study involving participants in 18 countries worldwide revealed
significant positive correlations between high levels of spirituality and religion and the five
dimensions of the WHO Quality of Life questionnaire (i.e., independence, social support,
environment, physical and psychological health) (WHO, 2006).
The mechanism behind these findings may be related to the fact that spirituality and
religion offer explanations for transcendence, create a sense of meaning and purpose in life, and
answer existential questions. A sense of mystery and wonder emerge from the esoteric nature of
these beliefs. In short, spiritual and religious practices and beliefs add significance to many
people‟s daily lives, they provide a buffer for factors associated with physical health, and they
play a role in the coping process.

Spirituality and Religion as Coping Strategies
Coping typically involves a variety of strategies, such as causal attribution, appraisal, and
problem solving that ameliorate the challenges of difficult situations. People who use spiritually
43

or religiously-based coping strategies rely on their beliefs to make sense of and to endure adverse
events. For example, a challenge is reframed or attributed to a religious belief (e.g., this situation
is God‟s will), while a religious practice, such as meditation or prayer, is used for guidance or as
a distraction from the challenge (Koenig et al., 2001; Richards & Bergen, 1997).
The mechanism behind meditation is the relaxation response. Brought on by assuming a
relaxed position, progressive muscle relaxation, concentrated breathing, and focused attention,
the relaxation response is characterized by decreases in heart rate, breathing, blood pressure,
brain wave functioning, and metabolism (Jacobs, 2001). These physiological responses
counteract the psychological impact of stress and harmful emotional states (H. Benson, 1984).
Interestingly, when this technique is combined with deep personal religious beliefs - a
phenomenon that Benson calls the “Faith Factor” - the outcomes associated with health and
wellbeing are enhanced.
Meditative practices, including prayer, promote positive emotions, such as optimism,
hope, happiness, and gratitude (Ai, Peterson, Tice, Boling, & Koenig, 2004; Jones, 1998;
Richards, Wrubel, Grant, and Folkman, 2003). In turn, positive emotions facilitate the coping
process by broadening behavioral resources, increasing the ability to focus, and fostering
sensitivity to the relevant meaning of a difficult situation (Fredrickson, 1998; King, Hicks, Krull,
& Del Gaiso, 2006). Intrapersonally, these and other forms of spiritually or religiously-based
coping strategies facilitate higher levels of well-being, self-esteem, self-worth, and life
satisfaction (Jenkins & Pargament, 1995; Pargament, 1997; Roberts et al., 1997). They also play
a role in the moderation of physical or mental symptoms, such as the pain associated with
rheumatoid arthritis (Keefe et al., 2001), the anxiety common to patients with HIV (Kaldijian,
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Jeckel, & Friedland, 1998), and the depression that is often present in a variety of other healthrelated issues (Pargament, 1997; Pressman, Lyons, & Larson, 1992).
If driven by negative or dysfunctional beliefs, however, spiritual and religious coping
strategies can actually undermine the coping process. For example, religiously-based doubt,
guilt, or fear can contribute to depression, anxiety, and dissatisfaction with life (Exline, Yali, &
Sanderson, 2000; Koenig & Larson, 1998). Anger directed at God or overzealous religious
involvement can lead to self-negligence, low self-esteem, and increased pain (Jenkins &
Pargament, 1995; Pargament, Zinnbauer, Scott, Butter, Zerowin, & Stanik, 1998). In fact, the
Diagnostic and Statistical Manual of the American Psychiatric Association (2000), which is the
diagnostic standard for the mental health professions, includes religious or spiritual problems as
an official diagnosis. It should, therefore, not be automatically assumed that spiritual or religious
beliefs are a resource without first determining the nature of these beliefs and their function
within the coping process.
The efficacy of coping depends, in part, on perceptions of personal control. Feelings of
helplessness, dependence, and vulnerability are common when there seems nothing can be done
in a challenging situation. Pargament, Smith, Koenig and Perez (1998) describe three styles of
coping that involve an individual‟s relationship with God. In the collaborative style, the
individual works together with God toward resolution of the problem. The deferring style
involves relinquishing complete control of the situation to God, while those using a self-directing
style assume that God has provided the tools and the individual is solely responsible for
negotiating the situation. These researchers found that the collaborative style leads to more
desirable mental health outcomes than the other two. However, in situations where personal
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control is not possible (e.g., control over the presence of an illness) trusting that God is in total
control of the situation (i.e., the deferring style) may be more beneficial.

Summary
In this brief review of the physical health and coping literature, the link between healthy
spiritual and religious practices and beliefs and improved functioning was established. Although
physical health and coping are important concerns in counseling, the primary focus of a
counselor is a client‟s mental health. The following section highlights a small subset of the
massive body of literature that describes the relationship between spiritual and religious beliefs
and psychological functioning.

Spirituality, Religion and Mental Health

Psychological disturbance is not only one of the leading causes of disability in the United
States, it is also a significant threat to overall well-being. It both influences and is influenced by
physical conditions, including cancer, cardiovascular disease, and diabetes (WHO, 2002). The
devastating impact of mental illness extends to vocational and leisure pursuits, day-to-day
functioning, interpersonal relationships, finances, and spiritual pursuits.

Prevalence and Financial Impact of Mental Illness
According to the U. S. Department of Health and Human Services (DHHS, 1999), mental
illnesses, such as mood disorders, anxiety disorders, and substance abuse, are experienced by
more than 57.7 million American adults. Over 20 million adults in the United States have been
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diagnosed with a mood disorder, such as major depression and bipolar disorder (NIMH, 2005).
The prevalence rate for major depression across all age groups is nearly 10.5% (SAMSHA,
2007). Approximately 40 million adults suffer with anxiety disorders, including various phobias,
panic disorder, obsessive-compulsive disorder, and post traumatic stress disorder (NIMH, 2005).
The more severe mental illnesses, such as bipolar disorder and schizophrenia are typically less
common than the others (i.e., 5.7 million adults and 2.4 million adults, respectively), but the
symptoms of these disorders (e.g., hallucinations, delusions) are equally or more devastating
(NIMH, 2005). According to the National Council on Alcoholism and Drug Dependence
(NCAAD, 2002), substance abuse, which affects 24 million Americans, is a factor in one third of
all suicides and half of all of the cases of homicide and domestic violence. Worldwide suicide
rates exceed 877,000, with over 32,000 cases in the United States alone, and 90% of these people
were previously diagnosed with a mental illness, most notably, depression and substance abuse
(NIMH, 2005; WHO, 2002).
These figures are disturbing in and of themselves, but they may not begin to describe the
full extent of this national healthcare issue because they do not account for those who suffer with
the symptoms of mental illnesses, but have yet to be clinically diagnosed. Moreover, less than
one third of those who have been diagnosed receive treatment (DHHS, 1999). In spite of such a
relatively small percentage of people who do receive treatment for mental illness, the financial
impact of mental health care for this group is overwhelming.
The costs associated with mental illness are estimated at 79 billion dollars a year (DHHS,
1999). This substantial economic burden is heightened by the fact that 63% of those seeking
treatment rely on federal and state funding, while 22% of private insurance claims are for health
care claims related to these disorders (SAMHSA, 2005). The exorbitantly high prevalence rates
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of mental illnesses coupled with the high cost of treatment make them the second largest
contributor to national health care inflation (Silberner, 2004).
Finding a means for prevention and lessening the financial and personal burden of mental
illnesses is imperative. Natural supports, such as spiritual and religious beliefs and practices, may
be a resource for counselors working with this population. The following sections explore this
possibility for people who suffer with some of the major mental illnesses, including psychiatric
disabilities, depression, anxiety, substance abuse, and suicidal ideation.

Psychiatric Groups
In the past, it was assumed that a significant causal relationship existed between spiritual
material and severe psychopathology. This led many scholars to caution against introducing
spirituality in therapy, particularly for psychiatric patients whose symptoms included psychotic
features (Kehoe, 1999; Wilson, 1998). This assumption was based on the notion that spiritual
ideation, common in delusions and hallucinations, could be induced by exposing patients to
spiritual material (Phillips, Lakin, & Pargament, 2002). Contrary to this belief, however, recent
research has illuminated the benefits of spirituality and religion for this group.
A majority (80%) of psychiatric patients actively rely on their spiritual and religious
beliefs to cope with their symptoms and nearly half (48%) feel that their beliefs become more
important as the symptom severity increases (Lindgren & Coursey, 1995; Tepper, Rogers,
Coleman, & Mahoney, 2001). For people with schizophrenia, spiritual and religious beliefs are a
source of hope and meaning for at least 70% of this group (Mohr, Brandt, Borras, Gillieron, &
Huguelet, 2006). These beliefs are associated with the moderation of psychiatric symptoms, they
deter risky behavior (e.g., substance use and suicide), and they promote social integration (Mohr
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et al., 2006). The spiritual and religious beliefs of psychiatric patients have also been linked to
medication compliance (Kirov, Kemp, Kirov, & David, 1998; Mohr et al., 2006), increased life
satisfaction, and shorter hospitalizations (Baetz, Larson, Marcoux, Bowne, & Griffin, 2002).
Yangarber-Hicks (2004) found that religious salience and a collaborative style of coping was
positively related to empowerment, improved quality of life, effective problem solving, and the
active pursuit of recovery activities for many individuals with psychiatric illnesses.
In spite of these findings, securing a resource for spiritual support is difficult for this
group. Only 15% actively seek assistance from their spiritual or religious leaders (Tepper et al.,
2001). Lindgren and Coursey (1995) say that 67% of psychiatric patients would like to discuss
their religious beliefs with their mental health professional, but most of them hesitate to ask for
this type of support. Some patients do not feel that religion and psychological care are
compatible (Huguelet, Mohr, Borras, Gilleron, & Brandt, 2006). Others have found that when
they do introduce religious material into treatment, their therapists‟ responses and indifference to
the topic leave them feeling devalued, angry, and guarded about raising these issues in the future
(Lindgren & Coursey, 1995).
Part of these perceptions may be because psychiatrists, who are often the primary
caregivers for psychiatric patients, have typically been less religious than the general public
(Bergin & Jensen, 1990). These professionals have historically viewed religiousness as a
symptom of pathology that contributes to narcissistic behavior, emotional disturbance, and
irrational thought (Awara & Fasey, 2008). Even when clinicians personally value religion, many
remain unaware of their clients‟ religious needs and convictions (Huguelet et al., 2006).
Furthermore, there is tendency for individuals in this group to value spirituality over religion
(Shafranske, 2000) and this bias could influence the therapeutic relationship when working with
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religious clients. Fallot (2007) calls for mental health providers who work with psychiatric
patients to become “spiritually informed” (p. 268) or a viable resource for this group may be
overlooked.

Depression
Spirituality and religion are also valid topics for individuals suffering with depression.
The relationship between these variables has received a great deal of attention in the spirituality
literature. Koenig and others (2001) reviewed 121 relevant studies published between 1970 and
2000. Over 55% of those reports substantiated the positive influence of healthy spiritual and
religious beliefs and practices on the prevention of and recovery from this disorder. Similarly,
Koenig and colleagues (1998) found a greater likelihood of remission and a quicker recovery
from depression when participants were religiously committed. These results remained after
controlling for 27 other variables. McCullough and Larson (1999) also reviewed over 80 studies
and repeatedly found similar results. Interestingly, they also discovered that people who were not
religious were at a 60% greater risk for major depression.
The positive effects of religious commitment on depression are also consistent across the
lifespan. Wink, Larsen, and Dillon (2005) followed 184 people from the time they were in their
40‟s until they reached their 60‟s. Measures of religiousness, service attendance, and religious
beliefs were inversely related to illness-based depression in later life. Another study involving
medically ill older adults found that remission from depression was 70% faster for patients who
were highly religious compared to the less religious (Koenig, 2007). Furthermore, this author
reports that even when religious patients did not respond well to medical interventions, the entire
group was 100% less depressed than their non-religious counterparts. But it is not simply a high
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level of religiousness that predicts positive outcomes. The quality of these beliefs has a major
influence on outcomes, as the following study demonstrates.
Exline, Yali, and Sanderson (2000) examined the relationship between religious salience,
religious strain, and depression in both a college and a clinical sample. Religious strain was
defined as feeling religiously-based guilt, a sense of alienation from God, fear about not meeting
religious standards, and religiously-based conflict with others. Regardless of the participants‟
level of religiousness or the level of comfort they derived from their religion, religious strain
predicted depression and suicidality. Feeling alienated from God was most strongly associated
with depression, negative perceptions of God (e.g., God is unfair) were related to more severe
psychological distress and significant associations were found between suicidality and religious
fear, guilt, and self-perceived sin. That religious strain was present in both believers and the nonreligious reinforces the notion that counselors must go beyond the standard practice of asking
about a client‟s religious denominational affiliation during intake. A superficial level of inquiry
as such discounts the possibility that destructive beliefs are operating intrinsically, in spite of the
client‟s report of outward religious behaviors.

Anxiety
The literature that discusses the relationship between spirituality, religion, and anxiety
parallels the depression research. Forty-nine percent of the anxiety studies reviewed by Koenig
and colleagues (2001) revealed that spiritual or religious beliefs are inversely related to anxiety
in several different populations. Likewise, Kaczorowski (1989) found that cancer patients who
reported high levels of spiritual well-being had lower levels of anxiety, even after controlling for
a variety of demographic and health related variables. Koenig and others (1993) found that a
51

group of young adults who reported religious attendance, personal religious activities, and who
placed a high level of importance on religion experienced lower rates of recent and lifetime
anxiety.
On the other hand, dysfunctional religious beliefs can trigger symptoms of anxiety.
Trenholm, Trent, & Compton (1998) found that self-perceived moral transgressions for failing to
comply with prescribed religious standards contributed to symptoms associated with panic
disorder. To illustrate, rumination about not meeting perceived religious expectations produced
guilt, blame, obsession with perfectionism, and fear of the consequences of such a failure.
Religiously-oriented feelings of doom also fueled catastrophizing cognitions that led to anxiety.
To compound the experience of anxiety, other disorders often co-occur. Depression, for
example, is often present with a diagnosis of anxiety and vice versa (American Psychiatric
Association, 2000). Substance abuse, which is debilitating in and of itself, is also commonly seen
in the presence of many other mental illnesses (Hyman & Pedrick, 1999).

Substance Abuse
Spiritual and religious commitment often inhibits risky behaviors. For example, being
active in a faith community and adherence to the prohibitions that are typical of many religions
against drugs and alcohol deters the use and abuse of these substances (Amoateng & Bahr, 1986;
Koenig & Larson, 2001). Eighty-eight percent of the studies examined by Koenig and Larson
(2001) confirmed an inverse relationship between spiritual/religious commitment and alcohol
use. Conversely, those who are not religiously affiliated are at a 60% higher risk for alcohol
dependency than the more religious (Kendler, Gardner, & Prescott, 1997). Interestingly, an early
study reported that 89% of alcoholics reported losing an interest in religion when they were
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teenagers (Larson & Wilson, 1980) and many continue to maintain the punitive concepts of God
that began with negative religious experiences early in their life (Gorsuch, 1993).
One of the most successful examples of the influence of spirituality on alcohol use and
abuse is illustrated in the testimonies of Alcoholics Anonymous (AA) members. A basic tenet of
this organization is to encourage the alcoholic to invoke his or her concept of a Higher Power to
assist with recovery. Reports from those who actively participate in AA confirm that adherence
to this organization‟s principles facilitated their recovery and promoted abstinence from alcohol
use (Montgomery, Miller, & Tonigan, 1995). Religiously-based drug treatment programs have
also been more effective than non-religious programs for encouraging users to remain drug free
(Desmond & Maddox, 1981).

Suicide
The hopelessness, helplessness, low self-esteem, social isolation, and loss of interest
common in depression, anxiety, substance abuse, and other mental illnesses are among the
strongest indicators of suicide risk, but these symptoms are significantly less common in
religiously minded individuals (Koenig, 2007). Eighty four percent of the 68 studies reviewed by
Koenig and Larson (2001) reported lower suicide rates in spiritually or religiously-oriented
individuals of all ages. The authors speculate that increased self-esteem is related to feeling
loved by God, feeling a sense of responsibility to God, and having a personal accountability to
God and may deter individuals from taking their own lives.
Two studies conducted 30 years apart demonstrated that suicide was four times higher in
people who did not attend religious services compared to more frequent attendees (Comstock &
Partridge, 1972; Nisbett, Duberstein, Yeates, & Deidlitz, 2000). In the Nisbet study, religious
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participation predicted fewer deaths by suicide, even when controlling for age, race, gender,
marital status, and frequency of social contact. Of course, these findings are highly relevant
when working with any client, but they are of particular concern when the client is at a higher
risk for suicide because of a mental illness. Determining a client‟s spiritual or religious
functioning during a suicide assessment is critical; unfortunately, this line of inquiry is not
typically part of the assessment process (Kehoe & Gutheil, 1994).

Summary
The ability of spiritual and religious beliefs to moderate symptoms related to healthy
functioning has been amply demonstrated in the literature. The aforementioned studies are but a
small sample of the growing body of work that continues to illustrate the benefit of spirituality
and religion for a wide range of physical and mental health-related problems. Such findings
strongly reinforce the argument in favor of addressing spiritual and religious beliefs in
counseling. Further evidence for this argument comes from the wellness movement, which is
intimately tied to the counseling profession itself. The wellness philosophy of the counseling
profession promotes holistic functioning and prevention. This mindset is contrasted by a
reductionistic pathology model that exclusively focuses on diagnosis and treatment.

Wellness

Wellness is “a way of life oriented toward optimal health and well-being, in
which body, mind, and spirit are integrated. . .Ideally, it is the optimum state of
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health and well-being that each individual is capable of achieving” (J. E. Myers et
al., 2000, p. 252).

History of Wellness
The current wellness paradigm can be traced back to Aristotle‟s model of health.
Aristotle proposed that wellness was facilitated by moderation and balance between the
interacting mind and body (J. E. Meyers & Sweeney, 2005a). This model later gave way to
Descartes‟ mind-body dualism, which asserted that the mind and body functioned independently
(J. E. Myers & Sweeney, 2005a). Descarte‟s mechanistic paradigm has guided science and
medicine until recent years. The contemporary notion of wellness emerged in 1947, when the
World Health Organization (1964) defined it as “a state of complete physical, mental, and social
well-being and not merely the absence of disease or infirmity” (p. 1) and encouraged worldwide
attention to promoting wellness. The current wellness paradigm primarily gained its momentum
from a movement within the medical profession.
Halbert L. Dunn was a physician who coined the term “high-level wellness” in a series of
13 lectures by the same name (Ardell, 2006). Dunn (1961) proposed that wellness is
an integrated method of functioning which is oriented toward maximizing the
potential of which the individual is capable. It requires that the individual
maintain a continuum of balance and purposeful direction within the environment
where he is functioning (p. 4).
Dunn conceptualized wellness as three interlocking circles that “represent the human
body as a manifestation of organized energy, and also symbolize the body, mind, and spirit of
man as an interrelated and integrated whole” (p. iv). In his model, a vertical arrow points upward
55

through three circles that symbolize the mind, body, and spirit. The arrow represents the path
toward wholeness, self-fulfillment, and maturity in each of these interconnected aspects of life.
While Dunn is known as the “architect of the modern wellness movement,” Hettler has
been called the “father of wellness” (J. E. Myers & Sweeney, 2005a). In the 1970‟s, Hettler
established the National Wellness Institute, which continues to host annual wellness conferences.
He described wellness as “an active process through which people become aware of, and make
choices toward, a more successful existence” (Hettler, 1984). Hettler‟s Hexagon Model of
Wellness divides functioning into physical, emotional, social, intellectual, occupational, and
spiritual components. Returning to Aristotle, balance in each area is the key. This model
prompted the development of a series of assessments, including Testwell, the Lifestyle
Assessment Questionnaire, LiveWell, and Lifescan. These instruments remain popular in
business and community settings.
The 1970‟s also saw the emergence of the Wellness Resource Center in California, which
was the first organization of its kind for promoting wellness (Travis, 2007). Travis, a physician,
and Ryan, a social worker, collaborated to create a wellness model in the early 1980‟s that is still
widely used today (Travis & Ryan, 1988). The model presents wellness as a continuum, with
illness on one end and high-level wellness on the other. The central point is a neutral space
where both illness and wellness are non-existent. The authors maintained that treatment
protocols that are designed to alleviate symptoms may, indeed, facilitate return to the neutral
central, but they do not typically encourage continued movement toward the high-level wellness
end of the continuum. Travis (2007) proposed that movement to the high end requires a
conscious choice of “giving good care to your physical self, using your mind constructively,

56

expressing your emotions effectively, being creatively involved with those around you, and
being concerned with your physical, psychological and spiritual environments” (para. 4).

Counseling and Wellness
The common element in these early models is that wellness requires achieving balance
within and between the mind, body and spirit through active lifestyle choices. While the triadic
paradigm is conceptually embraced by many of the healthcare professions, in practice, the
medical model (i.e., mechanistic, pathology, illness, cure) continues to overshadow it. This is
because healthcare providers are highly reliant on third party reimbursements from managed care
entities that typically operate from this model (Mechanic, 1988). Economic necessity mandates
counselor compliance to managed care standards as well. However, the counselor‟s concern goes
beyond the narrow focus of diagnosis and treatment and extends to all aspects of an individual‟s
functioning.
The counseling profession has historically aligned with a developmental, life-span
philosophy (J. E. Myers & Sweeney, 2005a). This means that counseling has long been
committed to promoting positive change and facilitating holistic developmental in each of the
psychosocial, psychosexual, intellectual-conceptual, moral, career, meaning making, and
existential domains (Van Hesteren & Ivey, 1990; Witmer, 1985). Counselors are concerned with
the whole person, with prevention, and with wellness.
Consistent with this position, the Governing Council of the ACA adopted a resolution in
1989 to formally establish optimum health and wellness as a primary value of the counseling
profession (Witmer & Sweeney, 1992). This holistic approach holds that physical, emotional,
and spiritual health depends upon balance within and between each of the three domains
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(Chandler et al., 1992; Witmer & Sweeney, 1992). Shortly after the establishment of this
resolution, Sweeney and Witmer (1991) began discussions about a wellness model that would
guide the counseling profession toward these objectives.

A Wellness Model for Counseling
Emerging from Adlerian Psychology (1927/1954), the Wheel of Wellness was
conceptualized by J. Melvin Witmer at Ohio University (Witmer, 1985). It is based on holism
and the indivisible nature of the mind, body, and spirit. The Wheel features spirituality as the
most important characteristic of healthy functioning and it is, therefore, situated at the center (J.
E. Myers et al., 2000). The spiritual dimension of the Wheel encompasses attitudes (e.g., hope
and optimism), beliefs (e.g., in a higher power), and practices (e.g., prayer, meditation). From
this spiritual center emerge meaning and purpose, compassion, adherence to moral values, and a
sense of transcendent oneness with the universe (J. E. Myers & Sweeney, 2005b). The “spokes”
that radiate from the spiritual center of the Wheel represent other important variables related to
wellness, including a sense of worth and personal control, emotional awareness and coping,
problem solving and creativity, realistic beliefs, a sense of humor, nutrition, stress management,
gender identity, exercise, self-care, and cultural identity. The spokes also represent various
aspects of self-direction involved in an individual‟s strive towards Adler‟s life tasks of work and
leisure, friendship, love, and spirit. This model was foundational for the development of the
Wellness Evaluation of Lifestyle (WEL) assessment, which has been widely used in research and
practice in the counseling profession (J. E. Myers & Sweeney, 2005b).
In their examination of ten years of data from the WEL, Hattie, Myers, and Sweeny
(2004) found through structural equation modeling that a new model emerged - the Indivisible
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Self Evidence-Based Model of Wellness (IS). In the IS, the Self became the central feature,
replacing spirituality as the core component of wellness. The Self is surrounded by 5 new second
order factors (i.e., Creative Self, Coping Self, Social Self, Essential Self, and Physical Self). The
wellness components that were represented by the spokes in the original Wheel were maintained
as distinct third-order factors. Interestingly, spirituality, defined in the IS as “our essential
meaning-making processes in relation to life, self, and others,” joined gender identity, cultural
identity, and self-care, as a third order factor under the Essential Self factor (J. E. Myers &
Sweeney, 2005b). In spite of this move from a central position, however, both the Indivisible
Self and the Wheel of Wellness models maintain that spiritual wellness is a vital component for
overall well-being.

Spiritual Wellness

Spiritual wellness is an essential part of a holistic counseling approach. It is achieved by
satisfying a series of innate human needs, including finding meaning, experiencing the
transcendent, developing intrinsic value systems, and building social networks. These
mechanisms are discussed in this section. We will begin with a discussion of Chandler and
colleagues‟ (1992) Model of Spiritual Wellness. The model explains the mechanism behind
spiritual growth and provides counseling guidelines for facilitating spiritual wellness.

Model for Spiritual Wellness
Chandler and colleagues‟ (1992) Holistic Wellness Model was inspired by Assagioli‟s
(1965) belief that personal and spiritual development is interdependent and interactive. The
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model is depicted as a circle with spirituality as the central component. The outer ring of the
circle is divided into 5 “personal” dimensions representing the occupational, intellectual, social,
emotional, and physical realms of being. Each dimension extends into the spiritual center to
signify their interrelatedness. The relative state of one dimension interacts with each of the other
dimensions and with spirituality. Wellness depends upon achieving a balance in each area,
including the spiritual domain.
To illustrate the mechanism for achieving balance within the spiritual domain, Chandler
and colleagues (1992) proposed the Model for Spiritual Wellness. Spirituality is depicted as a
continuum with spiritual wellness at its center; from this point, spiritual growth projects upward
along a vertical line. On the left side of the continuum is spiritual repression (minimizing
spirituality) and on the right, spiritual emergency (preoccupation or difficulties with spiritual
material/experiences).
The client‟s relative standing along this line informs the counselor of the appropriate
clinical intervention for facilitating balance. For example, to move someone who is spiritually
repressed toward the center, techniques such as meditation promote centeredness, selfawareness, and the development of intuition and creativity (Chandler et al., 1992). Conversely, if
the client is in a state of spiritual emergency or is excessively preoccupied with spirituality,
centering or grounding practices are recommended. Grounding techniques force attention on the
body through physical exercise, bodywork, or dietary adjustments. Once the individual has
achieved balance, he or she is optimally positioned for spiritual growth. Hence, spiritual wellness
is facilitated and encourages balance in the other domains.
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Neglecting the Spiritual Domain
Spirituality has been part of all cultures throughout history. Humans seem to have an
inherent need to touch the sacred and to deeply relate to others. When this need is met and
balance is achieved in the spiritual, physical, psychological, and social domains, overall
functioning improves. In fact, Chandler and colleagues (1992) say that spiritual wellness is
necessary for lasting therapeutic change in any of the other dimensions.
However, as Hamilton and Jackson (1998) argue, people today rarely turn to spirituality
to find health and happiness. Eliade (2005) explains how indigenous cultures are permeated by
the sacred, but modern society has lost touch with this connection. The result is an “existential
agony” that is quickly followed by psychological distress. It has been theorized that the high
prevalence rates of mental illnesses are because of this disconnection from spirituality (Brink,
1993). Westgate (1996) describes four themes that facilitate a spiritual connection and lead to
spiritual wellness. Their relationship to mental health is described below.

Themes of Spiritual Wellness
The first theme suggests that humans have an innate need to ascribe meaning to events
and to find purpose in life‟s experiences. Frankl (1959) was one of the first to draw a connection
between finding meaning and depression. He said that a meaningless life was akin to living in an
“existential vacuum.” Frankl‟s conclusions were drawn from his experiences in a concentration
camp during World War II, when he observed that holocaust victims‟ ability to find meaning and
purpose in that experience facilitated their endurance and survival (Frankl, 1959).
A sense of meaning is associated with “an attachment to something larger than the. .
.self” (Seligman, 1988, p. 5), the feeling that life means something in relation to self, others, the
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world, and, often, a transcendent force (Prest & Keller, 1993). The ability to find meaning in life
is also a factor in wellness. Savolaine and Granello (2002) explain that self-esteem, interpersonal
functioning, moderation of despair, and a sense of coherence influence health and well-being. All
of these factors are facilitated by having a sense of meaning and purpose in life and all can be
linked to spiritual and religious beliefs and practices. For example, a sense of coherence involves
the ability to make sense of the world, an awareness that one has the personal resources required
to deal with a stressor, and a sense of meaningfulness that involves the freedom to choose
pathways toward favorable outcomes (Antonovsky, 1979). A sense of coherence is typically
derived from participation in social institutions, most commonly those that are religious (George,
Larson, Koenig, & McCullough, 2000).
Lazarus (1995) proposed that the ability to assign meaning to a situation moderates the
stress response and promotes successful coping. Folkman and Moskowitz (2000) go on to say
that finding a positive meaning for an event evokes positive emotions that directly influence the
physical manifestation of stress. The ability to find meaning in life is facilitated when basic
needs are met, including purpose, values, self-efficacy, self-esteem, and self-worth (Baumeister,
1991; Holahan, Holahan, & Wonacott, 2001; Kivnick & Murray, 2001; Sable, Dunn, & Zisook,
2002). These needs are often satisfied through spiritual and religious channels (Everts & Agee,
1994; Pargament, 1997; Propst, Ostrum, Watkins, Dean, & Mashburn, 1992).
Although the assignment of meaning to life‟s events is not exclusively dependent upon
spiritual and religious factors, several authors have pointed out that these beliefs and practices do
enhance this process (Cotton, et al., 2006; Everts & Agee, 1994; Jenkins & Pargament, 1995;
Pargament, 1997; Roberts et al., 1997; J. S. Young et al., 1998). The mechanism behind this may
be that these types of beliefs facilitate positive perceptions and more benign attributions to
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stressful circumstances, which enable one to more easily find meaning in those types of
situations (Frazier, Tashiro, Berman, Steger, & Long, 2004; Kunst, Bjorck, & Tan, 2000).
Furthermore, the foundational tenets of many spiritual and religious traditions naturally offer
explanations for the meaning and purpose of life (D. G. Myers, 2000).
One way of finding meaning is to make a spiritual commitment to a practice of
community. Spiritual commitment has been linked to greater happiness ratings, inner peace,
hope, resiliency, acceptance, and courage (Beuscher & Beck, 2008; B. Davis, 2005; Galea et al.,
2007; D. G. Myers, 2000, Tarko, 2003; Winesman, 2002). Many of these emotions and traits
also deter stress and contribute to life-satisfaction (Cotton et al., 2006; Davis, 2005; Folkman &
Moskowitz, 2000; Galea, Ciarrocchi, & Piedmont, 2007). Thus, it is apparent that spirituality, a
sense of meaning and purpose in life, and positive emotions are intricately connected to wellbeing and to each other (Dixon, 2007; Tornstam, 1997).
In the second theme, Westgate asserted that spiritually well individuals have transcendent
experiences, which often involve a relationship with a higher being or universal force. Maslow
(1971) described transcendence as “an end, rather than a means, to oneself, to significant others,
to human beings in general, to other species, to nature, and to the cosmos” (p. 275). Spiritual
transcendence is described by Piedmont (1999) as “the capacity of individuals to stand outside of
their immediate send of time and place to view life from a larger, more objective perspective” (p.
988).
Through transcendence, the individual recognizes the sacredness of life. In fact, Maslow
differentiated between self-actualizers and transcendent self-actualizers, saying that those who
achieved transcendence demonstrated deeper qualities of the characteristics of self-actualization,
including a greater holistic perspective, more awareness of the sacred in everything, and more
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loving, humble, and compassionate attitudes. Noble (1987) also noted an intricate relationship
between transcendent experiences and well-being, healthy relationships, and greater selfactualization.
Prayer and meditation are two spiritual practices that are associated with transcendence.
Many people believe that prayer is helpful for a variety of health concerns (McCaffrey,
Eisenberg, Legedza, Davis, & Phillips, 2004) and research has confirmed this association. For
example, Thompson‟s (2008) meta-analysis of 23 studies involving 10,115 individuals
demonstrated a strong relationship between prayer and physical and psychological health,
particularly for those who hold Judeo-Christian beliefs. Poloma and Pendleton (1991) found that
the more a respondent engaged in prayer and the more they had prayer-related experiences, the
more likely they were to report higher levels of wellbeing.
Similar results have been found with meditation practices. Interventions including
meditation significantly reduce psychological distress and medical symptomology (Williams,
Kolar, Reger, & Pearson, 2001). The benefit of meditation on a variety of health issues is even
supported by 80% of physicians, who would like to see medical students receive training in these
techniques (Faneuli, 1997). This is understandable, considering the association between
meditation and mental and physical health, reduced physiological arousal, and fewer risky
behaviors (Alexander, Robinson, Orme-Johnson, & Schneider, 1994). Meditation is also helpful
for reducing pain (Monk-Turner, 2003). In support of Herbert Benson‟s (1984) notion of the
“Faith Factor,” some studies have demonstrated that tolerance for pain, anxiety levels, negative
affect, self-efficacy for symptom management, rating of spiritual health, and existential wellbeing have all been altered in the desired directions when meditation is supplemented with
spiritual material (Wachholtz & Pargament, 2005; Wachholtz & Pargament, 2008).
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The third of Westgate‟s themes is the presence of intrinsic values. Maslow (1971)
believed that intrinsic values were necessary “to avoid sickness and to achieve fullest
humanness” (p. 312). Allport (1960) distinguished between extrinsic (externalized, self-serving)
and intrinsic (internalized) values. He noted that intrinsic values tend to be relatively stable and
provide a framework for the way we conduct our lives. Several studies have demonstrated that
highly religious people with deep intrinsic value systems have lower rates of depression (Brown
& Lowe, 1951; Watson, Hood, Foster & Morris, 1988).
Finally, the fourth theme proposes that spiritual wellness is related to perceived social
support from a community of individuals who share the same values. The literature provides a
substantial amount of evidence that social support, in general, attenuates a variety of problems,
including psychological distress (Dulin, 2005; Koenig, Hays, George, Blazer, Larson, &
Landerman, 1997; Rhodes, 2004). Westgate asserts that the benefits typically associated with
social support are enhanced when that support comes from a healthy faith community. Active
participation in such a community (e.g., regular church attendance) predicts closer non-familial
ties, greater instrumental support, and perceptions that this type of support is of a higher quality
(Ellison & George, 1994). Koenig and others‟ (2001) review of 20 studies and found that
religiously-based support was perceived to be more satisfying and resilient than the support
received from other types of community involvement. Feeling at home in one‟s spiritual or
religious community promotes spiritual growth and spiritual wellness.
This is important because spiritual wellness significantly contributes to quality of life
ratings for many individuals (Gordon & Edwards, 2005). Results from a worldwide WHO study
suggest that spiritual factors, including faith, connection, and meaning and purpose in life,
influence quality of life ratings over and above other measures of well-being (Saxena et al.,
65

2002). Lower rates of stress, depression, anxiety, substance abuse, and suicidal tendencies are
associated with spiritual wellness (Koenig et al., 2001; Pargament, 1997; Richards & Bergin,
1997). Being spiritually well is also linked to self-ratings of optimism, life satisfaction, selfesteem, and personal control (Batson et al., 1993; Koenig et al., 2001; McLennan et al., 2001).
In short, spirituality helps one find meaning and purpose in life and promotes positive
emotions, which, in turn, contribute to healthy outcomes and well-being (Batson et al., 1993;
Everts & Agee, 1994; Koenig et al., 2001; McLennan et al., 2001; Pargament, 1997; Propst et al.,
1992). Furthermore, successful coping and adjustment to adverse life events are facilitated by
healthy spiritual beliefs (Jenkins & Pargament, 1995; Koenig et al, 2001; Pargament, 1997;
Richards & Bergin, 1997). These findings underscore spirituality‟s influence on each of the other
aspects of the mind-body-spirit triad and, therefore, demonstrate the appropriateness of
spirituality in counseling.

Summary
Four themes have been proposed to define spiritual wellness, including meaning and
purpose, transcendent experiences, intrinsic values, and membership in a caring community with
shared values. Each area represents an innate human need that can be facilitated by spiritual and
religious beliefs and practices. When clients are able to satisfy these basic spiritual needs, their
physical and mental health, affect, self-efficacy, self-esteem, and quality of life improves.
Conversely, disconnecting from one‟s spiritual self may contribute to mental health related
problems. Chandler and colleagues (1992) Model of Spiritual Wellness is an appropriate
counseling technique for encouraging a clients‟ growth toward spiritual wellness.
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Spirituality, Religion, and Counseling Research

Spiritually-Augmented Counseling Interventions
Combining spiritual/religious material with traditional therapies can improve the
effectiveness of treatment for religiously-oriented individuals. For example, Christian
participants suffering with depression received either traditional cognitive behavioral therapy
(CBT) or religiously-oriented CBT from either a religious or non-religious therapists (Propst et
al., 1992). The religiously-oriented CBT strategies included religious imagery and Christianbased arguments to dispute irrational thought processes. The authors report that participants in
the religious CBT group had significantly lower rates of depression immediately following
treatment.
An unexpected finding also emerged from this study: the group that received the religious
intervention from the non-religious therapist realized greater clinical benefits than when the
religious intervention was delivered by a religious therapist. This means that, regardless of the
counselor‟s religious orientation, spiritual or religious beliefs can be successfully included in
treatment. However, it also raises the question of whether the religious therapist‟s beliefs
inadvertently influenced the treatment. A critical point should be illustrated here. It is imperative
that counselors first explore their own beliefs so that they understand themselves and can identify
any personal biases that might influence the counseling relationship, for example, disregard of a
client‟s beliefs in favor of promoting one‟s own. It must be remembered that the client‟s beliefs
are the only appropriate beliefs to introduce into counseling. Understanding what they are, how
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clients have assimilated them into their life, and whether incorporating them into treatment is
appropriate are major considerations before choosing interventions.
Other research assessing the outcomes of spiritually augmented therapies includes an
Australian study by D‟Souza and Rodrigo (2004). These researchers combined religious material
with traditional CBT and created a manualized treatment protocol that was administered to a
group of psychiatric patients. Again, the religiously-based CBT yielded favorable results. The
treatment protocol included religiously oriented journaling, prayer, meditation, and cognitive
restructuring. Like the Propst study (1992), the treatment group experienced a reduction in
depression. There were also fewer relapses, treatment adherence improved, and measures of selfefficacy increased.
Although CBT was a component in both of the previous studies, other traditional
interventions have also been successful when augmented with religious material. For example,
Christian versions of rational-emotive behavioral therapy (REBT) have been consistently
effective for reducing depression in Christian groups (Johnson, DeVries, Ridley, Pettorini, &
Peterson, 1994; Johnson & Ridley, 1992). Pain management is also enhanced when religious
imagery is included in treatment (Wachholtz & Pargament, 2005).
While much of the research includes Christian participants, a few studies have examined
religiously based therapies with members of other religions. Razali and colleagues (1998)
randomly assigned Muslim participants who were suffering with depression to either a
medication and traditional psychotherapy group or one that received medication and religiouslybased psychotherapy. The religious components involved prayer, processing religious beliefs,
and religiously-based cognitive disputations based on material from the Koran. The religious
treatment group recovered from their symptoms more quickly than the control group. Similar
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results were found in two studies of patients with anxiety disorders (Azhar, Varma, & Dharap,
1994; Razali, Aminah, & Khan, 2002). Both the treatment and the control group received
medication and psychotherapy, but the psychotherapy component for the treatment group
included prayer and readings from the Koran. In both studies, symptoms of anxiety abated more
quickly and levels of anxiety were more significantly reduced in the groups that received the
religiously-based treatment.
While these finding are impressive, Koenig and colleagues (1998) warn against assuming
that religion is a panacea for all symptoms of mental illnesses. In their research of people
suffering with depression, only those symptoms related to cognition, such as feeling worthless,
hopeless, and loss of interest, were moderated by religious methods. The somatic manifestations,
such as decreased energy and concentration, sleep disturbance, and weight fluctuation, remained
unaffected, in spite of the cognitive outcomes. The authors conclude that religious strategies may
positively influence the affective components of depression, but the biological impact of the
disorder appears to be more responsive to traditional pharmacological treatments.

Summary
This section has demonstrated that studies assessing the efficacy of traditional therapies
combined with spiritual and/or religious material have begun to provide support for greater, or at
least equivalent, benefits for clients who value these topics. Examples include cognitivebehavioral therapy with religiously-based cognitive disputations, meditation and guided imagery
that incorporates spiritual figures, and religiously-based journaling to explore one‟s spiritual life.
Even spiritual practices, such as prayer or ritual, can be part of a counselor‟s work with
religiously-oriented clients who wish to include this aspect of their lives in their treatment.
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A substantial amount of evidence has been presented thus far in support of including
spiritual and religious issues in counseling. Spiritual wellness has been identified as a factor in
various aspects of physical and mental health. It plays a significant role in overall wellness and
has been used in conjunction with traditional therapies to effect change in various populations.
Many clients are not only highly committed to their spiritual and religious beliefs, but they also
would like these beliefs included in their counseling experiences. On the other hand, lack of
spiritual health or discontent with religious experiences may be implicated in some of the issues
that clients bring to counseling, such as depression. Counselors can no longer avoid the pervasive
influence of these beliefs and their potential as a resource in counseling. The governing bodies of
the profession agree. As the following section will show, both the ACA and the entity that
accredits counselor training programs (CACREP) support and encourage the inclusion of this
material in counseling practice and counselor education.

Spirituality, Religion, and the Ethics and Standards of the Profession

The American Counseling Association’s Code of Ethics
Walden and associates (2003) state that the maturation of a profession becomes manifest
through the establishment of a code of ethics. This type of document defines and describes the
collective values upheld by a group and seeks to provide guidelines that “assist with individual
ethical quandaries and [are] broad enough to encompass many divergent ethical situations”
(Kocet, 2006, p. 7). The establishment of the standards for practice in counseling began in 1953,
a year after the founding of the American Personnel and Guidance Association (APGA), and the
first Code of Ethics was submitted for member review in 1959 (Walden, Herlihy, & Ashton,
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2003). Since then, the Ethical Practices Committee has revised the Code every seven to ten
years. The latest edition of the Code was adopted by the ACA Governing Council in 2005. The
Code of Ethics for the counseling profession guides professional practice toward respecting
dignity and promoting the welfare of clients, trainees, colleagues, and research participants by
outlining behaviors that are expected to be carried out by its members (Kocet, 2006, p. 228). It
encourages active reflection of the fundamental beliefs and values of the profession (Hinman,
2003; Welfel, 2006). Ultimately, the ACA Code of Ethics is intended to promote the
“competency and efficacy of counselors” (Kocet, 2006, p. 228).
The mission statement and preamble of the 2005 ACA Code of Ethics conveys the
profession‟s commitment “to enhance the quality of life in society by promoting the
development of professional counselors, advancing the counseling profession, and using the
profession and practice of counseling to promote respect for human dignity and diversity” (p. 2).
The Code also professes a commitment to enhance “human development throughout the life
span. Association members recognize diversity and embrace a cross-cultural approach in support
of the worth, dignity, potential, and uniqueness of people within their social and cultural
contexts” (p. 3). Each of these statements reinforces the profession‟s dedication to a wellness and
multicultural approach to counseling.
This multicultural approach is exemplified by the profession‟s respect for and primary
consideration of the influence of a client‟s worldview. A worldview defines how an individual
perceives and explains the experience of life. It is informed by racial, ethnic, and cultural
heritage, spiritual and religious beliefs and values. Age, gender, sexual orientation, physical and
mental abilities, socioeconomic status, and family structure also influence these perceptions.
Considering the multitude of variations within and between each of these variables, it would be
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difficult, if not impossible, to find two people who have been influenced by life in exactly the
same way. Each of these factors profoundly interacts with interpersonal relationships, including
what occurs within the counseling relationship. Therefore, counselors are challenged to consider
the uniqueness of each client as they address presenting issues, identify client resources, and
choose appropriate assessments, interventions, and therapeutic approaches. Consequently, the
ACA Code of Ethics mandates professional attention to and respect for issues of diversity.
Diversity is highlighted in all of the following sections of the Code: the counseling relationship
(section A), enlisting natural supports and resources (section A.1.d), sensitivity to cultural
influences (section A.2.d), confidentiality and privacy (section B.1.a), responsibilities to parents
and legal guardians (section B.5.b), evaluation and assessment (section E), supervision (section
F.2.b), student training (section F.11.b), and working with research participants (section G.1.g).
Moreover, counselors are expected to gain awareness of their own cultural identities, values, and
beliefs (sections A; A.4.d; A.4.b; C) through self-reflection and introspection. Imbedded in each
of these directives is the requirement that counselors attend to issues relating to spiritual and
religious diversity (ACA, 2005).
Also pertinent to the current discussion is the section of the Code that mandates counselor
competency (section C.2.a). Counselors must practice within the boundaries of their training. To
this end, counselor education programs have a responsibility to intentionally and actively train
students so that they exit their programs with the knowledge, awareness, sensitivity, and skills
required to competently work with a diverse population (F.11.c). This includes training students
in counselor education programs to work with spiritual and religious issues.
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The CACAREP Standards
Accredited counselor education programs follow the guidelines set forth by Council for
Accreditation of Counseling and Related Educational Programs (CACREP, 2001). The current
accreditation process emerged from early efforts by the APGA to create a national accrediting
agency. Originally called the Accreditation Board to Counselor Preparation, CACREP gained
recognition by the Council on Higher Education Accreditation in 1987. CACREP‟s mission is to
“(1) encourage and promote the continuing development and improvement of [counselor]
preparation programs, and (2) prepare counseling and related professionals to provide service
consistent with the ideal of optimal human development” (CACREP, 2001.). The curriculum
proposed by CACREP includes 8 core areas that form the foundation of knowledge required for
the National Counselor Exam for Licensing and Certification, which is the licensing standard in
most states.
In keeping with the aforementioned multicultural focus ascribed by the ACA Code of
Ethics, CACREP standards (2001) require that accredited counselor education program facilitate
students‟ understanding "of the cultural context of relationships, issues, and trends in a
multicultural and diverse society” (p. 61). This includes an understanding of spiritual and
religious values, which are explicitly referenced in the following standards: Professional Identity,
Social and Cultural Diversity, Assessment, and the Foundations of Career, College, Community,
Gerontological, Marriage, Family and Couples, Mental Health, School, and Student Affairs
counseling. Furthermore, spiritual and religion are implied in the overarching multicultural
theme that guides each of the remaining standards.
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Multiculturalism in Counseling

If spirituality and religion are aspects of multiculturalism, why it is necessary that they
receive specialized attention, as the current discussion will assert? While it is true that
multiculturalism conceptually includes spirituality and religion, the primary focus of the
multicultural movement has been ethnic and racial differences. Consequently, other aspects of
diversity, such as spirituality and religion, receive considerably less attention in the multicultural
literature. Considering the centrality of these issues in relation to total wellness, it is imperative
that spirituality and religion be emphasized in a way that at least parallels the attention given to
racial and ethnic concerns.
In spite of this shortcoming, the multicultural movement has had a tremendous influence
on the counseling profession. It was the first to direct professional attention to issues of diversity,
it altered the way counselors conceptualize, interact with, and treat their clients, and it continues
to provide relevant guidelines for all of the helping professions. It was also instrumental in
raising awareness about spiritual and religious diversity and is, therefore, relevant to the current
discussion. This section traces the development of the multicultural movement, the development
of the Multicultural Competencies, and the instruments that are used to assess multicultural
competency.

History
The counseling profession was founded on the principle of “guidance for all” (Robinson,
1953). However, the sociopolitical events and attitudes associated with minority groups in the
1960‟s influenced many sectors of society, including the counseling profession. Consequently,
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the extension of the guidance principle to minority groups was limited, if it existed at all
(Copeland, 1983). Changes to this mindset began in the 1950‟s, but the multicultural movement
in counseling did not grow substantially until after the Civil Rights Act of 1964 (Jackson, 1995),
when the Association for Multicultural Counseling and Development (AMCD) was established,
first as the Office of Non-White Concerns and then as the Association for Non-White Concerns.
Through the 1970‟s, the movement grew, in part from an increase in publications and research
(Jackson, 1995). It was also fueled by changing immigration patterns.
Across the last half of the 20th century, immigration to the United States has increased at
an unprecedented rate (Moore, 2001). Today, immigrants are typically better educated and have
greater financial resources than their earlier counterparts and, therefore, do not find it as
necessary as their forefathers to completely assimilate into the dominant culture (Skerry, 2000;
Sue, Arrondondo, & McDavis, 1992). Consequently, the cultural landscape of America has been
enriched by a diversity of immigrants who are maintaining their cultural heritage, including their
spiritual and religious traditions. The substantial increase in non-traditional religious groups that
was discussed at the beginning of this chapter is a testament to this fact.
The cultural landscape of America is also increasing in area. Unlike earlier immigrants
who almost exclusively settled in large cities, current immigration patterns and secondary
migration trends are drawing these groups into rural areas, where they can more readily find
employment in agricultural settings or industrial facilities (Bloom, 2006). For counselors, this
means that, regardless of their geographical location, their client base is becoming more diverse.
The historical expectation that immigrants would (or should) conform to the dominant culture is
outdated and must be replaced by more productive, respectful attitudes of openness,
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understanding, and effort toward making connections and embracing differences (Henriksen &
Trusty, 2005).
Reflecting upon and altering attitudes toward immigrant and minority groups have not
always been central concerns in counseling. The helping professions typically emerged from a
Eurocentric perspective, which influenced the assumption that all theories and interventions were
appropriate for all clients (Sue, 1991; Sue et al., 1992; Sue, Ivey, & Pedersen, 1996; Sue & Sue,
1990). The Eurocentric attitudes and biases of the dominant culture, including stereotyping,
assumptions of racial inferiority and genetic deficiencies, and the use of pejorative terms (e.g.,
“culturally disadvantaged,” “deprived,” or “deficient”), were historically, albeit unintentionally,
adopted by the counseling profession (Sue, et al., 1982). In turn, these factors fueled minority
groups‟ hesitancy to seek counseling or, if services were initiated, compromised the
establishment of therapeutic trust and rapport (Sue et al., 1982). A Eurocentric perspective also
guided counselors‟ tendency to pathologize behaviors that might have otherwise been acceptable
within a given culture (Sue et al., 1982). As these factors came to light, the counseling profession
became aware that changes in both practice and education were required to meet the needs of an
increasingly diverse society (Jackson, 1995; Sue, 1991). The professional focus shifted to the
concept of multiculturalism.

Multiculturalism and Counseling
Multiculturalism assumes that we are all racial, ethnic, and cultural beings (Arredondo et
al., 1996). Multiculturally competent counselors and counselor educators integrate culturespecific attitudes, knowledge, and skills into clinical practice and training programs (Arredondo
et al., 1996; Constantine, Ladany, & Inman, 1996). Counseling values and practices and the
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worldviews of both counselors and clients are influenced by sociopolitical and historical factors
to such a degree that all dimensions of diversity are a concern for counselors and counselor
educators (Arredondo & Arciniega, 2001).
Gaining a multicultural perspective begins in training programs; however, this was not
always the case. Prior to the early 1980‟s students typically exited their programs without the
requisite skills to work with a diverse population. In the field of psychology, the APA‟s Board of
Ethnic Minority Affairs and the Education and Training Committee of APA‟s Division 17 were
charged, in part, with infusing multicultural competency training into educational programs. The
subsequent position paper set forth by Sue and colleagues (1982) challenged existing myths and
misunderstandings related to counseling the culturally different, defined cross-cultural
competency, and proposed a set of Multicultural Competencies to ethically guide practice.
A multiculturally competent counselor is one who can sensitivity work with clients from
a variety of cultural and ethnic backgrounds (Pope-Davis, Coleman, Liu, & Toporek, 2003).
Cultural differences, such as race, ethnicity, gender, age, sexual orientation, socioeconomic
standing, and religious orientation, contribute to the formation of a client‟s worldview, value
systems, beliefs, biases, and behaviors. Cultural variations in communication, values, sociopolitical factors, and the historical oppression experienced by many minority groups influence
the counseling relationship, assessment, treatment protocols, and research methods (Pope-Davis
et al., 2003). Failure to acknowledge these differences increases the risk of misinterpretation,
miscommunication, misdiagnosis, and reliance upon inadequate assessment and treatment
protocols (Sue et al, 1982). It becomes apparent that counselors must have a diverse set of
knowledge, attitudes, and skills to be multiculturally competent. In 1982, guidelines to clarify the
requirements for meeting these objectives were proposed.
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The Multicultural Competencies
In their landmark paper, Sue and colleagues (1982) introduced the Multicultural
Competencies (MCC‟s) as a guideline for counselor adherence to a “cross cultural perspective.”
Cross-cultural counseling, which was often used interchangeably with multicultural counseling
(although the latter term is currently preferred), is defined as “any counseling relationship in
which two or more of the participants differ with respect to cultural background, values, and
lifestyle” (Sue et al., 1982, p. 47). The original purpose for the development of the MCC‟s was to
call attention to the influence of race and ethnicity on a client‟s worldview. This focus has
remained consistent across several revisions of the MCC‟s and is evidenced by references to
discrimination, racism, and limitations in understanding racial and ethnic factors.
At their inception, the MCC‟s contained three broad dimensions: knowledge,
attitudes/beliefs, and skills (KAS). These core dimensions have remained relatively unchanged in
subsequent revisions. The knowledge competency requires that one gain an understanding of the
operating sociopolitical system, its treatment of minority clients, its impact on the mental health
professions, and its contribution to identity development. The counselor should also be
knowledgeable of the history and experiences of a variety of ethnic and racial groups, understand
the applicability of traditional counseling theories to these groups, and have an awareness of
institutional barriers that might impede clients from seeking mental health services. Pope-Davis
and Dings (1995) subsequently proposed that the knowledge domain extends beyond acquiring
factual information; it also requires understanding one‟s own worldview and how cultural factors
influence personality development, psychological disorders, behaviors, and the appropriateness
of counseling strategies.
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To satisfy the skills dimension, counselors must have communication skills that allow
them to appropriately and accurately interact with a variety of clients. They must be able to
develop goals that are aligned with clients‟ cultural experiences. Finally, they must have the
ability to choose and implement culturally appropriate interventions (Henriksen & Trusty, 2005;
Ridley & Kleiner, 2003).
The beliefs/attitude domain calls for counselors to come to terms with their own personal
thoughts and feelings about clients who are different from themselves. This includes gaining an
understanding of their own cultural heritage. They must become aware of their values and biases
and how these may influence their work with clients. Counselors need to also be comfortable
with the differences between their own racial experiences and their worldview and those of their
clients. Finally, counselors must develop sensitivity to culturally-related situations that may arise
within the counseling relationship and recognize when referral is necessary.
Sue, Arredondo, and McDavis (1992) expanded this original KAS model by proposing a
matrix in which three new categories of counselor characteristics (i.e., self-awareness,
understanding the worldview of the client, and developing appropriate interventions) were
described in terms of the three original dimensions (i.e., KAS). Additionally, they successfully
issued an official call for the AMCD to proactively endorse and advocate for infusion of the
MCC‟s into counseling practice, assessment, research, education, and the accreditation
standards. Finally, in 1996, a further revision by Arredondo and colleagues yielded 31
competencies that were clarified by 117 outcome-oriented Explanatory Statements. This latest
version is the standard that is currently recognized by the ACA, AAMCD, ACES, and APA
(Arredondo, et al., 1996).
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In spite of the overwhelming support of the MCC‟s by the helping professions, it was
unclear whether students were entering the workforce as multiculturally competent counselors. A
means of measuring multicultural training outcomes was needed. Consequently, a number of
assessments based on the core KAS dimensions began to emerge in mid 1980‟s (D‟Andrea,
Daniels, & Heck, 1991; Hernandez & LaFromboise, 1985; Ponterotto, Sanchez, & Magids, 1991;
Ponterotto, Reiger, Barrett, & Sparks, 1994; Sodowsky, Taffe, Gutkin, & Wise, 1994). The four
most prominent instruments are discussed below. It should be noted that each assessment has
replaced the attitudes/beliefs domain with the term „awareness.´ According to Krathwohl,
Bloom, and Masia (1974), awareness is a subcategory of the attitude domain.

Multicultural Assessment
There are several instruments that measure multicultural competency. This section
includes some of the more well-known assessments. They were chosen for inclusion in this
discussion based on the relatively large body of literature that has been produced to address their
utility. A basic description of each instrument and its psychometric properties are presented.
The Cross-Cultural Counseling Inventory (CCCI), developed by Hernandez &
LaFromboise (1985), is a 20-item 6-point Likert scale instrument used by an observer to rate a
counselor‟s skills. In its initial development, three experts viewed counseling videos to establish
interrater reliability (.84). Discriminant validity was established by ratings of counselors who
were perceived as highly competent by faculty members. Content validity was accomplished by
trained raters who categorized the items into 1 of 3 competency categories. Coefficient alpha for
the instrument has ranged from .88 (Constantine & Ladany, 2000) to .95 (LaFromboise,
Coleman, & Hernandez, 1991). However, exploratory factor analysis failed to produce factors
80

that correlated with the KAS dimensions, so “Total Score” is the only outcome measure for this
instrument.
The Multicultural Awareness-Knowledge-and Skills Survey (MAKSS) (D‟Andrea et al.,
1991) is a 60-item, 4-point Likert, self-report measure that is based on the KAS dimensions. It is
a measure of a student‟s MCC development following instruction. Initial assessments of the
instrument yielded the following coefficient alphas: awareness (.75); knowledge (.90), and skills
(.96). However, subsequent research did not support these same high levels of reliability for any
of the dimensions; for example, the awareness dimension only reached .49 in one study
(Kocarek, Talbot, Batka, & Anderson, 2001) and .62 in another (Constantine & Ladany, 2000).
Furthermore, there has been no reliability established for the total scale. However, scores across
all dimensions do show significant increases following multicultural training (Ponterotto &
Alexander, 1996). Although independent factor analysis of each of the dimensions of the
MAKSS provided partial support for Sue‟s (1992) model, knowledge and skills were best
interpreted as a single construct (D‟Andrea et al., 1991).
The Multicultural Inventory (MCI) (Sodowsky et al., 1994) is a 40 item, 4 point Likert
self-reported instrument that, in addition to highlighting the KAS dimensions, includes subscales
for measuring aspects of the multicultural counseling relationship. The MCI‟s major focus is on
the measurement of behaviors and the application of knowledge (Ponterotto & Alexander, 1996).
In several samples of geographically diverse groups, internal consistency ranged from .79 to .83
for awareness, .77 to .84 for knowledge, .80 to .83 for skills, and .68 to .78 for the relationship
(Ponterotto et al., 1994; Pope-Davis & Dings, 1995; Pope-Davis, Reynolds, Dings, & Nielson,
1995; Sodowsky et al., 1994). Content validity was established by expert raters who classified
the items according to subscale category. Measures of sensitivity to training and experience
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demonstrated criterion validity and the four subscales of the instrument are supported by both
exploratory and confirmatory factor analysis (i.e., goodness of fit = .84).
The Multicultural Counseling Knowledge and Awareness Scale (MCKAS) is a 32 item, 7
point Likert-type, subject-centered scale (Ponterotto, et al., 2002). The instrument has been
through rigorous testing and has undergone several revisions that ultimately yielded support for a
two factor solution: Knowledge/Skills and Awareness (Kocarek et al., 2001; Manese, Wu, &
Nepomuceno, 2001; Ponterotto, Reiger, Barrett, Sparks, Sanchez, & Magids, 1993). However,
only 67% of the total variance is accounted for by the two factor model (Ponterotto & Alexander,
1996). Expert raters used card sorts to determine content validity and criterion validity was
confirmed by the instruments‟ ability to identify the effects of training and experience. The
MCKAS also correlates in the expected directions with instruments that are based on
theoretically similar constructs (Ponterotto & Alexander, 1996), with training variables
(Kocarek, et al., 2001), with high scores in multicultural classes (Ponterotto & Alexander, 1996),
and with internship training programs (Manese et al., 2001). Reliability has been established
through test-retest correlation (i.e., knowledge/skills = .70; awareness = .73) and Cronbach‟s
alpha, which has ranged from .78 to .93 for knowledge/skills, .72 to .85 for awareness, and .75 to
.93 for the total scale (Kocarek et al., 2001; Manese et al., 2001; Ponterotto & Alexander, 1996;
Ponterotto et al., 1993; Ponterotto et al., 1991).

Evaluation of the MCC Assessments
The three factor structure was not strongly supported by any of the MCC self-reported
measures, which suggests that, in spite of widespread acceptance of this model, KAS may not be
sufficient to describe multicultural competence (Pope-Davis et al., 2003). For example, the MCI
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yielded a fourth factor (Relationship), and the MCKAS, only two (Knowledge/Skills and
Awareness). The MAKSS initially had strong support for all three domains (i.e., K = .90, A =
.75, S = .96), but later studies only reached .80 for knowledge, .49 for awareness, and .90 for
skills (Kocarek et al., 2001). Subsequent authors have suggested that there may be other factors
that are not being addressed, such as understanding multicultural self-efficacy, unique client
variables, communication barriers, and the experiences of diverse groups (Constantine &
Ladany, 2001; Pope-Davis & Dings, 1995). The measurement of multicultural competency
appears to be inconclusive, at best.
Additionally, the latest model poses new challenges for measuring multicultural
competency. Sue (2001) recently expanded the original matrix to a 3 x 4 x 5 model, which
includes the original KAS dimensions, 4 structures (i.e., individual, professional, organizational,
and societal), and the attributes of 5 primary groups (i.e., African American, Latino American,
Asian American, Native American, and European American cultures). Although revisions to the
multicultural model helps to further understanding of this complicated construct, the task of
measuring MCC becomes more complex as the models take on additional dimensions.
An additional concern of the MCC instruments is the influence of social desirability.
Social desirability is described as “the need of Ss to obtain approval by responding in a culturally
appropriate and acceptable manner” (Crowne & Marlowe, 1960, p. 353). A common variable in
self-reported measures in general (Zerbe & Paulhs, 1987), social desirability responding has been
observed with the MCI, the MAKSS, and the CCCI-R (T. W. Dunn et al., 2006). Conversely,
social desirability was not a significant factor in several studies that assessed the MCKAS
(Constantine & Ladany, 2000; Constantine & Ladany, 2001; Ponterotto et al., 2002). These
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disparate findings point to the necessity to further examine the potential for social desirability in
relation to self-report assessments that measure competency.
In spite of these measurement difficulties and the increasing complexity of the MCC‟s,
the multicultural movement has made a significant contribution to the helping professions by
altering attitudes about the substantial influence of diversity. An important concern, however, is
whether the MCC‟s adequately represent the many facets of diversity. The MCC‟s were
developed at a time when racial and ethnic inequality was entering professional consciousness
and, consequently, these variables were the primary focus. Subsequent revisions have expanded
the MCC‟s to address other aspects of culture, such as sexual orientation and spiritual and
religious diversity, but have done so only minimally. This raises a question about whether a
counselor who meets the criteria set forth in the MCC‟s is competent to work with other aspects
of diversity.

The Multicultural Competencies and Spirituality
Spirituality and religion are widely accepted as aspects of multiculturalism. However, the
breadth of their influence is overshadowed in the MCC‟s by a focus that is skewed toward
ethnicity, race, and the treatment of minority groups. At the time of the inception of the MCC‟s
in1982, the profession had not yet acknowledged the relevance of spiritual and religious issues in
counseling. Perhaps as a consequence, these topics were not mentioned at all in the original
document (Sue et al., 1982). In the 1992 revision, spiritual and religious beliefs and values did
receive a cursory mention in the Intervention / Attitudes and Beliefs section, but only in relation
to counselors‟ respect for these beliefs in terms of physical and mental functioning (Sue et al.,
1992). There are five references to spiritual and religious issues in Arredondo and colleagues‟
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1996 revision. They include the following points: the competent counselor will be able to (a)
recognize his or her limitations and be able to refer and/or seek consultation from spiritual or
religious leaders; (b) identify the positive aspects of spirituality and its relationship to wellness;
(c) understand these beliefs; (d) know when they are appropriate for inclusion in therapy; and (e)
explore when these beliefs have been helpful in the past.
Although these points are helpful in raising counselor awareness of spirituality and
religion in counseling, they fall short of comprehensively defining a spiritually competent
counselor. Spiritual competency requires knowledge and skills that go far beyond these
guidelines. For example, counselors must know the difference between spirituality and religion,
how these beliefs manifest, and how to work within each realm. They must know about spiritual
and religious development, how to identify spiritual and religious beliefs in client
communication, and how to include them in counseling. Admittedly, it would be impossible for
all of the nuances of every aspect of diversity to be included in a single set of guidelines. Perhaps
this is why many variables remain highly underrepresented in both the MCC‟s and the MCC
assessments. But that does not discount the importance of these other variables or invalidate the
need to develop competency for working with them. It becomes clear, then, that competency for
other variables, including spirituality and religion, can neither be sufficiently defined by the
MCC‟s nor adequately measured by the MCC instruments.
Constantine and Ladany (2000) would agree. They say that although the MCC
instruments purport to measure self-perceived competency for working with a variety of
populations, the primary measurement construct is self-perceived ability to work with people of
color. In fact, Helms (1994) said that the term “multiculturalism” is virtually useless as an
empirical construct. Because it is so overarching and encompasses so many areas of diversity,
85

the use of the term without specifying the variable of interest is ambiguous, at best. In response
to this concern, Constantine and Ladany (2000) and Constantine, Gloria, and Ladany (2002)
recommend that specific instruments be developed to measure counselor competency in areas of
culture that exert equitable influence on client functioning, but that extend beyond ethnic and
racial issues.
The challenge recognized by these scholars to fill the deficit for measuring specialized
areas of counselor competency is the purpose for the current research in which spirituality is the
variable of concern. This research meets a significant need in counseling because there is no
existing instrument to measure spiritual competency and the MCC assessments do not adequately
address this domain. Therefore, this study endeavors to develop the Spiritual Competency Scale
(SCS), which specifically measures competency for including spiritual and religious material in
counseling. Like the MCC assessments that were fashioned after the MCC‟s, the items of the
SCS were derived from the Spiritual Competencies set forth by ASERVIC. The following
section illustrates the history of ASERVIC and the development of these guidelines.

ASERVIC

ASERVIC is a national counseling organization and a division of ACA. The following is
an historical account of ASERVIC that was informed by the work of Bartlett, Lee, and Doyle
(1985). ASERVIC began as three independent religiously oriented groups. The first group, the
Catholic Guidance Counsel (CGC), was formed by the Archdiocese of New York in 1951 to
support guidance and counseling in parochial schools. As other diocesan guidance councils
emerged across the country, the second group, the National Conference of Guidance Councils,
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was founded in 1958 to facilitate communication between these councils at the national level.
Finally, in 1955, the Catholic Counselors, which was a special interest group comprised of
catholic AGPA members, began annual meetings at APGA conventions. Their mission was to
form a national Catholic guidance organization. It was this latter group that produced the journal,
the Catholic Counselor, which is the predecessor to the present-day Counseling and Values
journal published by ASERVIC.
In 1961, the three groups merged to form the National Catholic Guidance Conference
(NCGC). The NCGC‟s mission was to continue to focus on guidance and counseling, to facilitate
professional development of guidance counselors, and to disseminate information to other
educational venues. Following much debate, both internally and from the APGA, the NCGC
became APGA‟s 10th division in 1973. Four years later, the NCGC formally changed its name to
the Association for Religious and Value Issues in Counseling (ARVIC).
ARVIC evolved from this primarily Catholic group into a non-denominational
organization that promoted the integration of theological considerations and values into
counseling research and practice. ARVIC also assumed a leadership role for the counseling
profession for issues related to moral and social justice. Twenty years later, the terms “spiritual”
and “ethical” were added to ARVIC‟s name to reflect the broader nature of the organization‟s
focus. It is currently known as the Association for Spiritual, Ethical, and Religious Values in
Counseling (ASERVIC) (G. Miller, 1999).

The Spiritual Competencies
ASERVIC is the only division of the ACA that is exclusively committed to infusing the
spiritual, religious, and values aspects of diversity into counseling. A major turning point for the
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organization occurred at the Summit on Spirituality in 1995 in North Carolina (G. Miller, 1999).
The meeting was attended by 15 experts in the field of spirituality and counseling who had
written extensively on the subject. Their mission was to define or describe spirituality and, in
keeping with ACA‟s mandate for counselor competency, to produce a set of competencies for
integrating spirituality and religion into counseling. Initially, the group produced 22
competencies that were eventually reduced to 10 that were based on the 8 core areas proposed by
CACREP (G. Miller, 1999). Revisions across the next year resulted in the following nine
guidelines, entitled the Competencies for Integrating Spirituality into Counseling (a.k.a.,
Competencies; Spiritual Competencies):
Competency 1: The professional counselor can explain the differences between
religion and spirituality, including similarities and differences.
Competency 2: The professional counselor can describe religious and spiritual
beliefs and practices in a cultural context.
Competency 3: The professional counselor engages in self-exploration of
religious and spiritual beliefs in order to increase sensitivity, understanding, and
acceptance of diverse belief systems.
Competency 4: The professional counselor can describer her/his religious and/or
spiritual belief system and explain various models of religious or spiritual
development across the lifespan.
Competency 5: The professional counselor can demonstrate sensitivity and
acceptance of a variety of religious and/or spiritual expressions in client
communication.
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Competency 6: The professional counselor can identify limits of her/his
understanding of a client‟s religious or spiritual expression, and demonstrate
appropriate referral skills and generate possible referral sources.
Competency 7: The professional counselor can assess the relevance of the
religious and/or spiritual domains in the client‟s therapeutic issues.
Competency 8: The professional counselor is sensitive to and receptive of
religious and/or spiritual themes in the counseling process as befits the expressed
preference of each client.
Competency 9: The professional counselor uses a client‟s religious and/or
spiritual beliefs in the pursuit of the clients‟ therapeutic goals as befits the clients‟
expressed preference. (ASERVIC, n.d., p. 1).
Discussions began after the Summit to determine how to integrate the Competencies into
each of the eight core CACREP areas. Following years of research to determine counselors‟ and
counselor educators‟ support for including spiritual and religious issues in counseling and their
opinions of the efficacy of the Competencies for doing so, the second Summit met in the summer
of 2008. Three groups were created to address the three aspects of inclusion. One team was
charged with investigating the development of coursework and another to propose a protocol for
certifying spiritually competent counselors (M. E. Young, personal communication, June 24,
2008). A third team will examine the Competencies themselves. While the core points of the
Competencies have been widely accepted as a guideline for promoting spiritual competency,
there is some concern about ambiguous wording and redundancy (C. S. Cashwell,
communication, November 15, 2007). Before the Competencies can be used to develop a
curriculum and define competency attainment, it is necessary to ensure that they are succinct and
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clear. This is the task of the third team. The Summit teams will reconvene at the ACA
conference in the spring of 2009 to make recommendations and to outline future goals. The
research that led up to the initiatives that were adopted by the second Summit is discussed in the
following section.

Professional Perspectives

Faculty
Inquiry into counselors‟ support for including spirituality into counseling actually began
prior to the establishment of the Competencies. In 1994, Kelly found that over 86% of
department heads in CACREP programs, non-accredited secular universities, and religiouslyoriented institutions reported that spiritual and religious issues in counselor training were at least
“somewhat important.” Only 13.5% of the respondents felt that these issues were not relevant to
counselor education. In a follow-up study, Pate and High (1995) focused exclusively on
CACREP accredited institutions. Survey responses indicated that 84% of the department heads
thought that spiritual and religious issues have at least “some importance” in the curriculum.
Kelly (1997) later segregated his original data according to school accreditation. His categories
included CACREP, the American Psychological Association (APA), the American Association
for Marriage and Family Therapy (AAMFT), the Council on Rehabilitation Education (CORE),
as well as schools accredited by other entities and schools with no accreditation. Results indicate
that spirituality was at least “somewhat important” for a majority of respondents in each group
(nearly 93% CACREP; 87% APA; 73% CORE; 100% AMFT). Moreover, 43% of programs
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with other types of accreditation or no accreditation at all agreed to the importance of these
issues in counselor education.
J. S. Young, Cashwell, Wiggins-Frame, and Belaire (2002) surveyed faculty members in
CACREP institutions to determine their attitudes of the importance of the Competencies as a
guideline for defining a spiritually competent counselor and whether they felt prepared to include
them in their coursework. The mean rating of the importance of the Competencies on a 4 point
scale was 3.83 (n = 94). However, less than half (46%) of the respondents reported feeling
“prepared” or “very prepared” to integrate the Competencies into their coursework. Eighty-five
percent of those who felt unprepared indicated a desire for curricular guidelines and further
training.

ACA Members
Having established that counselor educators support the inclusion of this material in
training programs, the next question is what level of support do these guidelines receive from
counselors in the field? J. S. Young, Frame, and Cashwell (1998) asked 600 ACA members,
including practicing counselors, about their attitudes of the Spiritual Competencies. The mean
rating of importance was 4.14 on a 5-point Likert scale. Again, respondents noted that they felt
they needed guidance to increase their own level of competence.
J. S. Young and colleagues (2007) followed these studies with a more comprehensive
survey. Eighty two percent of the 505 ACA members considered themselves more spiritual than
religious. Sixty-eight percent reported that they felt “prepared” or “very prepared” to include
spiritual or religious issues in counseling and the same percentage believed that it was
“important” or “very important” to receive training before discussing these issues with clients.
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However, only 47% had taken coursework during their own training. An additional 50% had
read articles or books, 40% attended workshops, 15% had been through pastoral counselor
training, and 18% had had no training at all. Again, each of the Competencies received “greater
than moderate support,” but only 53% of the participants “agreed” or “strongly agreed” that they
felt competent to practice in accordance with these guidelines. Twenty-one percent of those who
felt they were unprepared expressed a desire for training.
These studies show that a majority of counselors and counselor educators support the
inclusion of spiritual and religious issues in counseling and feel that the Spiritual Competencies
are valid guidelines in practice and in counselor education. They also demonstrate that
practitioners and educators alike want training to effectively and competently address this
material. Perhaps because educators themselves were not trained, spirituality and religion
continue to receive little to no attention in training programs, in spite of the ACA and CACREP
mandates.

Counselor Education Programs
Kelly (1994) discovered that only 25% of counseling programs include spiritual and
religious issues as a course component or a significant non-course component and 65% reported
no curricular attention at all. In their examination of CACREP programs, Pate and High (1995)
found that these programs offered greater curricular attention to spiritual and religious issues
than non-accredited programs in at least some aspect of the counselor education curriculum. For
example, 60% of respondents included this material the Social and Cultural Foundations core
CACREP course and 53% included it in other components. (Note: the authors admit that the
amount of overlap between the two percentages is unclear.) However, 30% of the CACREP
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programs continued to neglect the accreditation standards. When Kelly (1997) later segregated
his 1994 data, he found that CORE programs fared worse (31%) in their inclusion practices than
CACREP programs (52%), while AAMFT (67%) programs afforded these issues more attention
than any of the other groups. More recently, J. S. Young and colleagues (2002) discovered that
curricular attention to spirituality and religion in CACREP programs had increased somewhat
from these earlier studies. Although only 22% of the CACREP representatives said that they
offered courses that exclusively addressed spiritual and religious issues, 69% did address these
issues at some point in the curriculum.
The next logical step was to determine the extent to which these programs‟ coursework
was specifically designed around the Competencies. To this end, Cashwell and Young (2004)
investigated the syllabi of 14 programs that offered a course in spiritual and religious issues in
counseling. Only 21.4% of them addressed at least some of the nine Competencies. The most
commonly referenced Competencies (C#) were C1: differentiating between spirituality and
religion; C4: describe one‟s own belief system and models of development; and C7: assess the
relevance of these issues to presenting concerns.
It is apparent that counselor education continues to struggle with how to meet ACA and
CACREP‟s mandates for inclusion. Curricular attempts continue to elude uniformity and the
Spiritual Competencies are still not being used to guide training. However, strides are being
taken by ASERVIC and others to define the way and the means to produce spiritually competent
professionals.
The support for the Competencies described above confirms that counseling professionals
agree that these guidelines are the “way” to spiritual competency. Even though there is no data to
validate the superiority of the Competencies, Cashwell and Young (2004) say that they were
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designed by experts in the field and are, therefore, the best available framework for both defining
spiritual competency and for guiding training strategies. The “means” for this objective can be
met by counselor education programs, but a consensus has yet to be reached about how to do
this. Several authors have recommended infusing the Competencies into all areas of the
CACREP curriculum (Burke et al., 1999). Others suggest a specialized course and have shared
their instructional experiences of this type of training. The following section provides an account
of these recommendations.

Coursework

Fukuyama and Sevig (1997) designed a 6 week course that exclusively addressed
spiritual and religious issues in counseling. Although the basis for what they chose to include in
the course was not noted, several of the components parallel material from the Competencies.
For example, the coursework included discussions about cultural aspects of beliefs, ethical
guidelines, when to address these issues, self-exploration, setting boundaries, referral, and
increasing tolerance and appreciation for spiritual/religious diversity. There was not a formal
measure of competency attainment, but students provided positive written feedback after
completing the course. Students reported a broadened perspective about spiritual beliefs and they
felt they were better prepared to articulate spiritual concepts and examine religion as an aspect of
culture. They also reported that they felt more sophisticated in their understanding of spiritual
and religious differences.
Although Ingersoll‟s (1997) discussion of his class did reference the Summit, he did not
explicitly state that the Competencies guided the development of his coursework. However, he
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did include a great deal of material from these guidelines. For example, students learned to
describe spirituality and religion and to distinguish between the two. They explored the major
world religions and learned about spiritual models, spiritual development, and how culture and
spirituality interact. Techniques for exploring the client‟s spirituality were introduced, selfexploration was encouraged, and the potential for dysfunctional beliefs was noted. To reinforce
this material, Ingersoll used experiential elements, such as role plays, panel presentations, and
yoga/meditation. Students‟ feedback about the course was obtained through a standard university
evaluation form. Responses were also positive and the students indicated that they “felt validated
by [an] approach that allows spirituality without demanding religious involvement” (p. 230).
Curtis and Glass (2002) reported about their experience with a group of 14 students who
were enrolled in one of Glass‟ existing spirituality courses. Again, the coursework ran parallel to
the Competencies and addressed topics such as working definitions of spirituality, self-awareness
and development, the efficacy of addressing these issues in counseling, increasing selfconfidence, self-assessment of reactions to clients with diverse beliefs, and values imposition on
clients. Journaling, focusing, prayer, and meditation were included in the experiential aspects of
the course. The authors did not indicate the extent to which the Competencies influenced
curriculum development, nor did they assess the students‟ level of attainment of the Spirituality
Competencies following their participation in the course. However, they did use a more formal
assessment procedure than the other studies (i.e., pre-posttest of students‟ perceptions). Their
evaluation included 4 survey questions with Likert-type responses. Statistical analysis indicated
“a significant increase in students‟ confidence in their ability to address spiritual issues with
clients” (p. 10). Belief in their self-efficacy for addressing spiritual and religious issues in
counseling also increased, although not significantly. Students reported decreased judgmental
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thoughts and many said they had not previously realized that religion and spirituality differed.
Students also admitted that it was moderately difficult to refrain from sharing their personal
values with clients.
Finally, O‟Conner (2004) offered an elective course to increase students‟ selfunderstanding, knowledge of various beliefs systems and their level of comfort when conversing
with others who have different spiritual and religious belief systems. Coursework included
meditation, models of spiritual development, application of traditional theories to spiritual issues,
spiritually / religiously-based interventions, and ethics. Students graded themselves and provided
feedback on the course material and activities. Again, the Competencies were not specifically
referenced as a guide for course development, nor was there a formal measure of knowledge
acquisition.

Evaluation of the Proposed Coursework
All of these studies are informative. From the students‟ perspective, it seems they gained
a greater awareness of spiritual and religious issues in counseling. Some also reported an
increase in confidence, self-knowledge, and a broadened perspective. But there are two concerns
raised by these studies. First, although each study included material from the Competencies, the
extent to which they guided course development remains unclear. As previously established,
these guidelines are endorsed by the profession as a viable guide for training and practice. They
provide a foundation for a consistent and uniform approach to training. Coursework should be
developed based upon their tenets and each of the nine Competencies should be afforded equal
attention in training. But there is so much information within each competency that it cannot all
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possibly be addressed within the context of a single course. It is, therefore, necessary to select
the most relevant points from this large body of information.
Discussions about what to include in spiritual competency training have historically been
based on speculation or anecdotal evidence. For example, faculty members‟ contention that
spiritual and religious material should be included in training (J. S. Young et al, 2002) suggests
that they believe there is a shortcoming in students‟ knowledge. However, no study to date has
gathered data from students to empirically justify remedial efforts or to define what to include in
training based on statistical evidence of areas of deficit.
A second concern that emerges from the coursework discussions is related to learning
outcomes. There is no indication that spiritually competent students are emerging from these
classes. In the absence of a formal measure of Spiritual Competency, the efficacy of training
remains unknown and thus, the impact of the course is called into question. The overarching
issue for both of these concerns is lack of empirical support.

The Need for Evidence
The counseling profession is committed to evidence-based practice and education
(Wester, 2007). This is a very important point. Consumers and government alike have become
skeptical of the field of counseling and the ethics of counselor education has been called into
question because of the lack of empirical support for its pedagogy (Houser, 1998; Morrissette &
Gadbois, 2006). It is, therefore, incumbent upon the profession, in the interest of its growth and
viability, to support this new training venue with empirical evidence.
Evidence for the need to develop a curriculum to address spiritual and religious beliefs in
counseling has been well established. This chapter alone has presented a great deal of evidence
97

to show that spiritual and religious beliefs are important to clients and counselors alike and they
exert a significant influence on physical health, mental health, and coping. There is evidence that
supplementing traditional counseling strategies with spiritual or religious material increases the
efficacy of the techniques. Counseling professionals believe that students should receive training
for spiritual and religious issues in counseling and the profession supports the Competencies as a
guideline for that training. The next steps include empirically justifying speculations/opinions
that spiritual and religious issues should be included in the curriculum (i.e., evidence from
students that such training is needed), determining what should be taught (i.e., from evidence of
students‟ shortcomings), and finally, evaluating the efficacy of training (i.e., evidence of training
outcomes). As curricular strategies are being considered, it is necessary to uphold evidencebased education by grounding this process in the scientific method.
One means for analysis within the scientific method involves the use of self-report
questionnaires. Administering this type of instrument to students would inform the development
of coursework and validate training outcomes. However, there is currently no measure of
spiritual competency. Some might argue that the MCC assessments would suit this purpose, but
the MCC instruments do not have separate scales for spirituality. Therefore, if curricular
additions are to be supported, it is imperative that a specialized instrument be developed to fill
this gap.

The Purpose of this Study: The SCS

This study proposes to develop the Spiritual Competency Scale (SCS). The SCS is based
on the Spiritual Competencies and will meet the aforementioned objectives by empirically
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indentifying areas of the Competencies for which remediation is necessary. Following training in
spirituality in counseling, the SCS will provide evidence of student learning and will, therefore,
empirically support curricular strategies. It will also provide evidence that competency has been
met and will serve as a tool for spiritual competency certification.
The items of the SCS are drawn from the literature. A particularly informative resource in
this process was Cashwell and Young‟s (2005) Integrating Spirituality and Religion in
Counseling. Each chapter of this book addresses a different competency, with the exception of 8
and 9, which are combined in one section. The chapters contain a thorough explanation of each
competency, accompanied by discussions of the many issues that inform the overarching
guideline. Drawing from this and other resources, the items of the SCS are a comprehensive
compilation of many relevant points relating to spirituality and religion in counseling. The
benefit of the SCS is threefold. An analysis of the factorial structure of the SCS will empirically
inform the revision process that is being undertaken by the Summit‟s Competencies committee.
The SCS scores will identify areas for remediation and will, therefore, inform coursework
development. Finally, the final product will provide a means for evaluating learning outcomes
following coursework and for indentifying spiritually competent counselors.
The statistical procedures that will be employed to examine the psychometric soundness
of the SCS are discussed at length in the following chapter. However, one analysis bears mention
at this point. As previously noted, the MCC literature describes disparate findings in relation to
the presence of socially desirable response sets with self-reported competency scales. Therefore,
the SCS will include a section of items from one of the short form versions of the MCSDS (Ray,
1984) to rule out the potential that participants are responding in the socially expected way.
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Summary and Conclusions

The field of counseling has reached a point in its evolution when students must be taught
the relevance of spiritual and religious issues in counseling and must learn how to incorporate
these issues into practice. Spiritual and religious factors are not only vital to physical and mental
health and wellness, coping, and psychosocial functioning, they are also deeply rooted in culture
and substantially inform one‟s worldview. Clients typically hold these values highly, exercise
their faith through their beliefs and their membership in faith communities, and would like this
part of their lives included in their counseling experience.
Spirituality and religion are aspects of multiculturalism, which is a central focus in
counseling, and they are integral to the wellness philosophy that guides the profession. Yet, they
hold a separate place in the counseling curriculum and in counseling professional organizations.
Spiritual and religious issues are upheld as relevant to both the counseling process and counselor
education programs by the ACA, CACREP, ASERVIC, and by members of the counseling
profession. While it has been well established that they have a place in counseling and counselor
education, spiritual and religious issues have yet to be universally included in training programs.
The next step, then, is to bring spirituality and religion into counselor education. The
Competencies represent the “single best framework” for informing curricular development
(Cashwell & Young, 2004, p. 100). They have received support from the profession as a viable
standard for guiding counselor competency and they also have the endorsement of the ACA. If
coursework is not built on the Competencies, how will we know that students are receiving the
material they need to become spiritually competent practitioners? It is reasonable to assume that
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if counselors are expected to attend to spiritual and religious issues in counseling and if it is
necessary to be competent before doing so, then ASERVIC‟s Spiritual Competencies offer an
excellent starting point from which coursework can be designed. However, it is important for the
profession that strategies for the inclusion of spirituality and religion into counselor education
emerge from an empirical base.
This study involves the development of an instrument to empirically inform inclusion
strategies. The items of the SCS were drawn from the literature and the instrument was
administered to both a pilot and a nationwide sample. From there, statistical measures were used
to establish construct validity, reliability, and to define the factorial structure of the items.
Considering the disparate findings of socially desirable responding in the MCC assessment
literature, the SCS also included items to assess for the tendency to respond in a socially
desirable direction.
The final product, a test of spiritual competency in counseling, will assist with several of
the objectives of the ASERVIC Summit inclusion initiative. First, because the items are drawn
from what is currently known about the Competencies, factor analysis will inform the
Competency Revision Team about the factor structure of the Competencies (i.e., confirm or
reject the notion that these guidelines represent nine separate entities). Secondly, the SCS will
inform the ASERVIC Curriculum Development Team of the deficiencies in students‟ knowledge
and will, therefore, empirically point to what should be taught in counseling programs. Finally, a
questionnaire will provide a measure of post-training outcomes for counselor education
programs and for identifying spiritually competent professionals.
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CHAPTER 3: METHODOLOGY

This chapter describes the methods that were used to establish psychometric support for
an instrument that will measure counselor education students‟ self-reported competency for
including spiritual/religious material in counseling. The research protocol that follows includes a
discussion of the purpose of the study, the research questions, hypotheses, and design, the
participants and sampling methods, data collection procedures, instrument development
procedures and data analysis, and the limitations of the study.

Purpose of the Study

In an era of professional discussion about including spiritual and religious material in the
counselor education curriculum, it is important to base curricular development strategies on
empirical support for students‟ remedial needs in this area. It is also essential for the evolution of
curriculum development to have a means for measuring outcomes for this type of training. To
date, no such instrument exists.
The purpose of this study is to develop the Spiritual Competency Scale (SCS), which is
an instrument that measures master‟s level counselor education students‟ self-reported
competency for including spiritual and religious material in counseling. In the field of
counseling, spiritual competency is defined by the ACA-endorsed Spiritual Competencies
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proposed by the Association for Spiritual, Ethical, and Religious Values in Counseling
(ASERVIC, n.d.). The Spiritual Competencies guided the development of the SCS.

Research Questions and Hypotheses

The primary purpose for this study was to determine whether the Spiritual Competency
Scale (SCS), which is based on the Spiritual Competencies proposed by ASERVIC, is a
psychometrically sound instrument for measuring master‟s level counselor education students‟
self-reported competency for including spiritual and religious material in counseling. The
following research questions guided this study. (1) Is there a relationship between responses on
the SCS and a measure of social desirability? (2) Are the reliability properties of the initial
instrument satisfactory? (3) Does the factor structure of the SCS support the nine Spiritual
Competencies proposed by ASERVIC? (4) Does the internal consistency of the revised
instrument reach satisfactory levels? (5) Can discriminant validity be established with contrasted
groups that are expected to score differently on the SCS (i.e., students enrolled in secular and
religiously-based counseling programs)? The hypotheses related to these questions are shown
below.

Hypothesis One. There is no significant relationship (p < .05) between total scores
on the SCS and social desirability scores as measured by a brief form of the
Marlowe-Crowne Social Desirability Scale.
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Hypothesis Two. The initial instrument used in the pilot will yield satisfactory
temporal and inter-item reliability coefficients. (a) Administration of the SCS to
the same group with a two week interval between administrations will yield a
correlation coefficient for the two scores that meets or exceeds .80. (b) The
internal consistency reliability of the initial SCS will meet or exceed Cronbach‟s
alpha of .70.

Hypothesis Three. The factor structure of the SCS following administration a
national sample will yield nine factors that are conceptually representative of the
nine ASERVIC Spiritual Competencies and these factors will be less than
moderately correlated with each other (i.e., r<.50).

Hypothesis Four. The internal consistency reliability of the revised instrument
and of each individual factor will meet or exceed Cronbach‟s alpha of .70.

Hypothesis Five: Students who are enrolled in counseling programs in religiouslybased schools and pastoral counseling programs will score significantly higher (p
< .05) on the SCS than students who are enrolled in counseling programs in
secular schools.
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Institutional Review Board Approval

Approval from a university‟s Institutional Review Board (IRB) is necessary before
beginning any research that involves human subjects. Approval for this study was sought from
the University of Central Florida‟s (UCF) IRB at three different points during this study: first, for
the test-retest version of the pilot; for a second pilot, which was conducted to increase the total
number of pilot participants; and for the final national sample. (See Appendix A for IRB
approval letter.)
The IRB protocol for each of the participating universities / colleges was also ascertained
prior to beginning the final phase of this study. These procedures ranged from submitting UCF‟s
IRB documents to the participating universities‟/colleges‟ review board without any additional
application process to submitting a full application for review at those universities. The
appropriate documentation was forwarded via email to each university/college for approval prior
to contacting faculty members.

Research Design

This research involves the development of the SCS. The guidelines for developing this
instrument were based on the scaling procedures recommended by Netemeyer, Bearden, and
Sharma (2003). This process involves generating items, piloting the instrument, administrating it
to a representative sample, and utilizing a series of statistical procedures to assess the
psychometric properties of the instrument. Each phase as it was carried out in this study is
discussed at length in the Instrument Development Procedures and Data Analysis section below.
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Participants and Sampling Procedures

The primary objective of this study was to examine the factor analytical structure of a
new instrument. Typically, a sample of 500 participants is considered to be “very good” and
1000 is “excellent” for this type of analysis (Comrey & Lee, 1992). Pett, Lackey, and Sullivan
(2003) suggest a minimum of 10 participants per item. Furthermore, one tenth of the final
participant count is suggested for a pilot study related to factor analysis (Pett et al., 2003).
Considering the initial instrument had 90 items, a projected sample size of 900 would satisfy
both of the aforementioned recommendations for the final analysis and 90 participants would
meet the requisite 10% for the pilot.
The two pilot studies included counselor education master‟s students from a secular,
CACREP-accredited university in the southeast. The students were enrolled in mental health,
school, and marriage and family counseling program tracks. This was a convenience sample due
to the proximity and relative ease of access of these students by the researcher. Because the pilot
was a preliminary assessment of the performance of the instrument prior to administering it to a
larger, more diverse and randomly chosen sample, it was not anticipated that the convenience
sample in the pilot phase would compromise the overall integrity of the study.
In the final phase, the instrument was administered to master‟s level counselor education
students enrolled in various counseling programs at institutions of higher learning across the
United States. There were 3 target groups of students in this phase: students who attend secular
universities, students from religiously-based institutions, and students who were enrolled in
pastoral counseling programs. Although each of the groups included students who are training to
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be professional counselors, there were differences related to the type of institution, or in the case
of pastoral counseling, differences related to the program type. The majority of the secular
universities included in this study were public, governmentally funded entities. The religiouslybased institutions were privately funded and most had historical ties to a specific religious
tradition.
Religiously-based schools offer the same of the same type of counselor education tracks
as secular schools; for example, mental health, marriage and family, school, agency, and
community counseling. However, their religiously-based foundations often encourage the
inclusion of spirituality or religion material in a class specific to these topics or as a component
of the traditional counseling curriculum. Spiritual values training is often infused in all aspects of
the curriculum. Many of the religiously-based schools in the United States are rooted in the
Christian tradition and are either associated with a specific denomination or are nondenominationally affiliated.
The third group, pastoral counseling programs, have interfaith ministry as a primary
focus of the degree. Typically, trained theologians return to school to obtain a counseling degree,
although this is not always the case. The focus of training is often on pastoral self-reflection,
pastoral identity formation, and knowledge of theology (Association for Clinical Pastoral
Education, Inc., 2007). Therefore, the counseling curriculum is also infused with spiritual and
religious material.
These groups were chosen based on the logical expectation that students who attend
religiously-based institutions or who are in religiously-based programs have greater exposure to
spiritual and religious material in counseling than their counterparts in secular universities. It
was, therefore, expected that these students would score higher on this measure of spiritual
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competency. However, it is also possible that some programs exclude or teach to the contrary
some of the material in the Spiritual Competencies. For example, if a religiously-based school
holds that their beliefs are paramount, it may deter from teaching counselors-in-training the value
of understanding diverse belief systems (i.e., competency 3). Therefore, it was essential to
include representative programs from both secular and religiously-based schools, including
religiously-based schools that operate from a variety of religious traditions.
Institutions that were included in the final administration were both regionally accredited
and offered counselor training. A list of the website of accrediting commissions from all regions
of the United States (e.g., Northwest Commission on Colleges and Institutions, Southern
Association of Colleges and Schools, etc.) was generated from the U. S. Department of
Education‟s Office of Post Secondary Education website (http://ope.ed.gov/accreditation/
Search.asp). From the commissions‟ websites, a list of accredited schools was compiled and the
website of each college/university was viewed to determine if it offered counselor training. There
were initially 627 accredited institutions, including both secular and religiously-based schools,
that fit the criteria. The primary target population for this study was students who were enrolled
in master‟s level counselor education programs. However, master‟s level counseling psychology
programs that trained license-eligible counselors (e.g., LPC, LMFT, LMHC, etc) were included
as well. Deleted from the master list were programs that offered only counselor certification and
programs in which pastoral counseling was a component of a ministerial training program, rather
than an independent degree.
The final list of 549 institutions was then segregated into secular schools (372),
religiously-based schools (150), and schools that offered pastoral counseling programs (27). It is
possible that not all of the eligible schools were included in this final list because of difficulties
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locating program information. Also, the ambiguous nature of some of the program descriptions
and the lack of clear statements regarding the licensure potential for graduates led to excluding
some schools from the list of potential participants.
Within each group, the institutions were assigned a number and a list of target schools
was generated based on a match between their assigned numbers and a computerized random
number generation. The first 20 secular universities, 10 religiously-based institutions, and 10
pastoral counseling programs on the list were initially approached. When a school opted out,
either through the IRB process, by the department, or because it did not respond to a series of
follow up emails and calls, the next school on the list was approached and so on. An occasional
deviation from strictly following the random list involved skipping over some schools to try to
ensure that each type of school, religious denomination, and geographical region was
appropriately represented in the final sample.
Following IRB approval from the respective schools, a recruitment letter was emailed to
program administrators (see Appendix B). The letter included the purpose and design of the
study, the administration process, and a form to return if they chose to participate. The form
asked if the program would administer the questionnaires during the designated data collection
period, the number of students that would be included, and the address to which the research
packets should be sent. Materials were sent immediately upon a school‟s agreement to
participate. This process continued through the list of institutions until the target sample size of
900 was reached. Finally, to ensure that the final participant count would reach 900, the
probability of non-responses were accounted for by continuing the recruitment process after the
target was reached. A total of 1312 questionnaires were distributed between June and September
of 2008.
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Data Collection Procedures

The pilot instrument was administered twice to one group of counselor education
master‟s students at a southeastern university and once to a second group at the same institution.
The first pilot took place at the end of the spring 2008 semester. Its purpose was to obtain
reliability estimates, to assess for the potential of socially desirable response tendencies, to
evaluate the utility of the instrument, and to carry out a preliminary assessment of the
performance of the items. The SCS was administered twice by instructors to the same students at
the end of their regular class period with a two week interval between administrations.
The second pilot, conducted at the beginning of the summer 2008 semester, was carried
out to meet Pett et al.‟s (2003) pilot sample size recommendations (i.e., 10% of the proposed
final sample; n=100 for this study). When combined with the results from the first pilot, this
second group increased the sample size to allow for a preliminary analysis of the items and
provided additional support for the internal consistency of the initial instrument. Test-retest
reliability was established with the data from the first sample, so this second group was tested
only once.
For each of the two pilot studies, instructors were recruited to allow access to their
students during their regular class periods. For the first pilot, the instructors administered the
questionnaire. For the second, most of the instructors requested that the researcher carry out the
administration. Each administering instructor was given a research packet containing an
Instructor‟s Letter (see Appendix C), which provided directions for administration and an
excerpt that the instructor was asked to read aloud to the students regarding their participation.
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For the second pilot, the researcher delivered the excerpt to the students. In both pilots, the
students were given a copy of the Informed Consent Letter (see Appendix D), which described
the purposes of the study, the benefits and risks of participation, issues of confidentiality,
directions for responding to the questionnaire, and contact information for the researcher and
other relevant parties.
To satisfy the requirements for test-retest comparisons, while also protecting the
participants‟ identity, the Informed Consent Letters were each randomly numbered and randomly
distributed. Students in the first pilot were asked to write this number on a designated
“Participant #” line at the top right hand corner of their first questionnaires and to also retain the
number so it could also be added to the second questionnaire two weeks later. In this manner, the
students were the only ones who knew the number they were assigned. The Informed Consent
Letter also included the option for students to leave the administration site (i.e., the classroom) if
they did not wish to participate. A waiver of signed consent was granted by the University of
Central Florida‟s IRB, so the letter advised students that their acceptance of the questionnaire
(see Appendix E) constituted their consent to participate. However, the informed consent letter
also stated that students could refrain from responding and could return an unanswered
questionnaire if they decided after receiving it that they did not wish to participate. This format
also protected anonymous responding, for students who did not wish to be identified as “nonparticipators” by leaving the classroom prior to administration could accept the questionnaire and
return it unanswered. Following administration, the researcher collected the completed
questionnaires from the instructors. This process was repeated two weeks later with the same
group for the first pilot. Test-retest comparisons were not part of the second pilot, so the
numbering protocol was dropped for this group.
111

Finally, the instrument was distributed to a national sample of master‟s students enrolled
in counselor education programs in secular and religious institutions and in pastoral counseling
programs. The results enabled the researcher to conduct a factor analysis, assess the internal
consistency of the revised instrument, and compare the responses of students in three types of
counselor training environments.
The final administration of the SCS mirrored the administration procedures of the pilot
study. The University of Central Florida‟s IRB approval for this final phase, as well as the
participating institutions‟ IRB approval, was first attained. Program administrators / coordinators
were then contacted to elicit their agreement to administer the instruments to students enrolled in
their programs. The specific instructors and the classes that participated at each school were
chosen by the administrators / coordinators. The research packets, including the Instructor‟s
Letter, the Informed Consent Letter, and the questionnaires, were mailed to the designated
faculty member. The Instructor‟s Letter remained unchanged from the document used in the
pilots. The Informed Consent Letter was altered to include information specific to each school
(i.e., contact information for local counseling services and that school‟s IRB). Return, postagepaid mailers were included so that all of the completed instruments from a particular school
could be returned in bulk to the researcher by the designated faculty member. Dillman‟s (2000)
model, which recommends repeated follow up contacts to encourage participation and return of
the instruments, guided the recruitment and data collection process.

112

Instrument Development Procedures and Data Analysis

The scale development procedures recommended by Netemeyer, Bearden, and Sharma
(2003) include the following three phases:
1. Construct definition and content domain.
a. Develop a clear construct definition, content domain and the role of theory.
b. Focus on “effect” or “formative” items/indicators
c. Establish construct dimensionality: unidimensional, multidimensional, or
higher order constructs.
2. Generating and judging measurement items.
a. Theoretical assumptions about items.
b. Generate potential items and determine response format (including number of
initial items, dichotomous vs. multichotomous response formats, item wording
issues).
c. Focus on content validity in relation to theoretical dimensionality.
d. Item judging (expert and layperson) – content and face validity.
3. Design and conduct studies to develop and refine the scale.
a. Pilot test to trim items.
b. The use of several samples from relevant populations.
c. Test psychometric properties.
d. Initial item analysis via exploratory factor analysis (EFA).
e. Initial item analysis and internal consistency estimates.
f. Initial estimates of validity.
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g. Retaining items for the next set of studies (p. 15).
A fourth phase involves finalizing the scale through repeated administrations to several
samples, confirmatory factor analysis, and additional procedures to validate the instrument.
Although this phase is highly relevant to any developing instrument and would be a
recommended “next step,” it is beyond the initial development scope of this study. However,
phases 1-3 were followed and are discussed in detail in the following sections.

Phase 1: The Construct and the Content
Construct definition, content domain, and the role of theory. Two definitions are
pertinent to the current discussion: spirituality and competency. ASERVIC‟s (n.d.) theoretical
definition of spirituality was adopted for this study:
the life force that involves the drawing out and infusion of spirit into one‟s life. . .
It is experienced as an active and passive process. . .a capacity and tendency that
is innate and unique to all persons. . .[Spirituality] moves the individual toward
knowledge, love, meaning, peace, hope, transcendence, connectedness,
compassion, wellness, and wholeness. [It] includes one‟s capacity for creativity,
growth, and the development of a value system. . .[it includes] experiences,
beliefs, and practices. . .While spirituality is usually expressed through culture, it
both precedes and transcends culture (p. 1).
This definition highlights the pervasive influence of spiritual functioning in many
important aspects of life. Spirituality is an inherent part of being human and is a primary focus
for a profession that is grounded in prevention and holistic wellness, both of which necessarily
include a concern for the mind, body, and spirit of the individual (Chandler et al., 1992).
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Competency is evident when “an individual's capability and demonstrated ability to
understand and do certain tasks in an appropriate and effective manner [is] consistent with the
expectations for a person qualified by education and training in a particular profession or
specialty” (Kaslow, 2004, p. 775). The relevance of competency in the current study is grounded
in the counseling profession‟s Code of Ethics (ACA, 2005): professional counselors practice
within the boundaries of their knowledge and/or experience before addressing a particular issue
or prior to carrying out a particular intervention.
Combining these definitions, we conclude that counselors are obliged to attend to the
spiritual functioning of their clients and they must also gain spiritual competency before
integrating spiritual and religious material into counseling. But what is “spiritual competency”?
This question is answered by the Spiritual Competencies, proposed by ASERVIC. Counselors
become spiritually competent by meeting these objectives. However, there is currently no
instrument that measures the degree to which one has attained spiritual competency. The SCS
proposes to meet this objective.
“Effect” or “formative” items/indicators. According to Netemeyer and colleagues
(2003), it is necessary to determine whether the instrument is a scale or an index. This is
determined by whether the items are indicators of effect or are formative. In scaling, the values
associated with the instrument‟s items are effected by the latent variable. For example, one‟s
level of math ability (i.e., the latent variable) influences (i.e., is effected by) responses to math
questions. Conversely, in indexing, a set of items forms the latent variable. A common example
is SES. Education and income levels are formative indicators for SES; SES does not cause
education or income levels. In the current study, the latent variable, spiritual competency,
influences the way one responds to the individual items; the items themselves do not form/cause
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spiritual competency. Therefore, according to Netermeyer et al. (2003), the SCS meets the
criteria for scaling, rather than indexing, procedures.
Dimensionality. Developing a good measure of a construct is virtually impossible without
knowledge of the dimensionality of the construct. Dimensionality is concerned with the
homogeneity of items and is intricately related to the reliability and validity of an instrument
(Netemeyer et al., 2003). Unidimensionality suggests that the instrument‟s items underlie a
single factor; multidimensionality indicates that the items represent more than one factor. While
dimensionality can be speculated a priori, it is formally assessed through exploratory factor
analysis (Netemeyer et al., 2003).
As previously established, the SCS is intended to measure self-perceptions of spiritual
competence. A priori, it could be hypothesized that the instrument is unidimensional. However,
the SCS is composed of subsets of items and each subset is assumed to be independently related
to each of the nine Spiritual Competencies. It was, therefore, unclear whether these items would
load as one or as separate factors. Consequently, factor analysis was necessary to answer the
dimensionality question for the SCS. The factorial procedures that were followed in this study
are more thoroughly discussed in a subsequent section.

Phase 2: The Instrument
Theoretical assumptions about items. The items for this instrument were drawn from the
literature. Cashwell and Young‟s (2005) book, Integrating Spirituality and Religion into
Counseling: A Guide to Competent Practice, provided a comprehensive resource during this
process. Each chapter of the book addresses one of ASERVIC‟s nine Spiritual Competencies,
with the exception of Competencies 8 and 9, which are combined in one chapter. The book
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represents a collaborative effort by experts in the field of spirituality and religion in counseling.
Published by the ACA, this publication draws from the professional literature to describe the
characteristics of each of the Competencies and to make recommendations for guiding competent
practice (Miranti, 2005). The majority of the items in the item pool were generated from the
material in this book, although the counseling literature was consulted as well.
Item generation. Although there is no hard and fast rule regarding the number of items
that should be included on a questionnaire, Netemeyer and colleagues (2003) suggest that it is
best to overrepresent, rather than underrepresent, the construct of interest, particularly during the
initial item pool generation. Nunnally (1978) recommends a final item count of between 10-15
items per anticipated factor and the initial item pool should include at least twice that amount.
For the sake of brevity, while also ensuring that the facets of each of the Spiritual Competencies
were adequately represented, it was determined that the initial scale would have 10 items to
represent each of the nine Competencies (i.e., 90 items). In keeping with Nunnally‟s
recommendations for doubling this count for the initial pool, 263 items were generated (>180).
Wording of items. The items were worded as similarly as possible to the literature and
measures were taken to reduce response bias. For example, it was essential that, as much as
possible, the items deterred from eliciting socially desirable responses (i.e., responding in a way
that reflects one‟s perception of what is correct or socially acceptable instead of answering
truthfully). Indirect statements have been shown to mitigate the socially desirable response
patterns common in self-report measures and, yet, personal attitudes and biases are still projected
onto the statements and can be identified (Fisher, 1993). The items of the SCS were, therefore,
presented as indirect statements (e.g., “It is important for counselors to...,” or “Spirituality is…”)
rather than as personal self-declarations, such as “I feel…,” “I believe….” A second measure to
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control for response bias involved wording 10 of the 90 items so that “High Disagreement”
rather than “High Agreement” was the correct response. This format reduced the possibility that
all items would be answered at the same level.
Response format. Conceptually, there was a desired response for all of the items. That is,
students either answered an item in accordance with the literature or they did not. The most
likely response format, then, was one that offered dichotomous responding (e.g., “yes” or “no”).
However, three problems exist with this type of response pattern.
First, dichotomous formats are associated with unbalanced distribution of responses;
secondly, they limit the variability of the scale (Netemeyer et al., 2003). Although these concerns
can be corrected by increasing the number of items on the instrument, research has shown that
longer questionnaires are associated with lower response rates (Heberlein & Baumgartner, 1978).
Therefore, it was advantageous to minimize the number of items on the SCS (i.e., 90 items). A
third issue involves the tendency for lower item correlation with dichotomous formats rather than
with formats that offer more response options (Nunnally & Bernstein, 1994). A Likert response
would correct for all of these issues.
Likert-type scales are one means for providing a greater response variation (e.g., a choice
of response options scaled from 1 to 5 or 1 to 7 are common) and for correcting for low interitem correlation. However, it has been argued that equal interval scales cannot be assumed with
Likert-type (ordinal) scales and this violates assumptions built into many statistical procedures
(see Dawis, 1987). However, Labovitz (1970) argues that if monotonicity (i.e., matching the
order of the values to the magnitude of scores) is preserved, the distance between values is
incidental. Therefore, ordinal scales can be evaluated using statistical procedures, such as
analysis of variance and Pearson‟s correlation coefficient, which is the underlying mathematical
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procedure in factor analysis. Ultimately, a six point Likert-type scale with response choices
arranged in a unique format that forced a choice between three levels of agreement or three
levels of disagreement was chosen for this analysis.
The anchors, Agreement and Disagreement, headed the response columns. These two
terms were divided by a visual vertical line to indicate their categorical separateness. Under each
term, a visual continuum (i.e., horizontal line) was drawn. The label Low was placed on one of
each continuum and High on the other, with an unnamed response option between them. This
allowed for 6 response choices. Respondents checked the box under the headings that most
closely represented their answer.
The midpoint (i.e., Neutral) typically included in Likert scales (e.g., 3 on a 5-point Likert
scale, in this case, between the levels of Agreement and the levels of Disagreement), was not
offered because of the inherent ambiguity of this response. For example, it is unclear whether a
neutral response means that the respondent has no opinion, that he or she does not understand the
question, or that the answer is not known. Moreover, a neutral point gives no indication of
whether the respondent has answered correctly. Because determining correct responses is a
primary objective of this instrument, the neutral midpoint was omitted.
Scoring. This assumption of a correct answer led to the decision that the high end of the
Agreement or Disagreement continuum (as appropriate) represented the best possible response.
For example, items for which “High Agreement” was correct were scored as follows: 1 point for
“High Disagreement,” 2 for “Midpoint Disagreement,” 3 for “Low Disagreement,” 4 for “Low
Agreement,” 5 for “Midpoint Agreement,” and 6 for “High Agreement.” The scoring was
reversed when “High Disagreement” was the desired response. Because a perfect score is
improbable, responses that fell in the high or midpoint range (i.e., 5 or 6 points) in the
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appropriate direction were considered to be correct. One purpose for the SCS is to illuminate
areas for remediation. A low level of agreement/disagreement, even in the right direction, says
little about respondents‟ mastery of the material and may even suggest that the respondent is
guessing. Therefore, responses at or below the low level were considered to be incorrect. The
total scores ranged from 90 (1 point per item) to 540 (6 points per item). Considering the
midpoint/high criteria for correct responses, desirable total scores ranged from 450 to 540 for the
90-item instrument.
Content and face validity. Content and face validity are concerned with the content of the
instrument (Netemeyer et al., 2003). While the terms have been used interchangeably in the
literature, there are subtle but important differences between the two (Anastasi & Urbina, 1998;
Nevo, 1985). First, content validity is primarily concerned with the items as the instrument is
being designed. It asks whether the items are relevant to and representative of the theoretical
underpinnings of the target construct (Messick, 1993; Nunnally & Bernstein, 1994). Typically,
content validity is assessed by judges who have knowledge of the construct (DeVellis, 2003;
Robinson, Shaver, & Wrightsman, 1991).
Conversely, face validity is concerned with the items after the instrument has been
constructed. It assesses for the clarity of items, the ease of use, including the appropriateness of
the reading level for the intended population, and the efficacy of the instrument‟s response
format. However, the primary purpose of face validity is to assess whether the instrument
appears to measure what it is intended to measure (Nevo, 1985). Face validity is generally
assessed by members of the target population (DeVallis, 2003; Robinson et al., 1991).
A revised card sort procedure was used to establish content validity. Card sorting is a
general term that describes a task in which subjects are asked to sort items according to specific
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rules (Reber, 1995). Based on Netemeyer and colleagues (2003) recommendations of a minimum
of 5 reviewers, seven individuals, including 1 counselor, 4 doctoral students, and 2 instructors
who were knowledgeable in the area of spirituality in counseling were chosen by the researcher
to assist with establishing content validity. Via email, the panel received an Excel database with
a list of 263 items that were generated from the literature. Also included was a separate
document that contained the Spiritual Competencies, a description of their meaning, and
instructions for completing the sorting task. The panel was asked to review the items and
determine which of the Competencies it best represented. The sorters‟ responses were entered
into a column beside the item in the Excel database. Once completed, the database was returned
to the researcher, who combined all responses into a central file. Those items that reached the
highest level of consensus (i.e., over 57%) were retained for the final instrument.
A panel of five individuals was drawn from the target population (e.g., master‟s students)
to judge the face validity of the instrument. The SCS was administered to this group and
participants reported their impressions about the layout of the instrument (e.g., item placement,
graphics, shading, font size, ease of use), the clarity of the items, the instructions, the response
format, and the degree to which they thought the items represented what the instrument is meant
to measure.
The social desirability component. Assessing for social desirability is not a requirement
in Netemeyer et al.‟s (2003) model, but the authors acknowledge that it is an aspect of validity
that is often overlooked. Social desirability was considered to be a concern for this study and was
included as a measure of the discriminant validity of the SCS.
Social desirability responding occurs when respondents answer questions in a culturally
sanctioned way or in a way that they believe is expected by the researcher, rather than reporting
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their true thoughts or feelings (Crowne & Marlowe, 1960). This phenomenon has often been
observed with self-report measures (Zerbe & Paulhs, 1987). Some of the Multicultural
Competency assessments include subscales that assess for socially desirable responding (Dunn et
al, 2006). However, several authors (Constantine, 2000; Constantine et al., 2001; Ponterotto et
al., 2002) have reported that there is no statistical evidence of this variable with other MCC
assessments. This discrepant finding prompted the necessity to assess for social desirability as an
intervening variable in the current study.
The Marlowe-Crowne Social Desirability Scale (MCSDS; Crowne & Marlowe, 1960) is
widely accepted as a measure of socially desirable responding. The MCSDS‟s 33-items include
statements “which are culturally sanctioned and approved but which are improbable of
occurrence” (Crowne & Marlowe, 1960, p. 350). The respondent answers either “true” or “false”
to items, such as, “I‟m always willing to admit when I make a mistake” and “I like to gossip at
times.” Items are scored 0 or 1, with those determined to be socially desirable receiving the
higher score. In order to keep the length of the SCS to a minimal number of items, a short form
of the MCSDS proposed by Ray (1984) was chosen for this study. Ray reduced existing short
forms to 8 items and found acceptable reliabilities across a variety of samples (German: alpha =
.65; two Australian groups: alpha for each = .74).
The final version of the SCS was divided into three sections: Section 1: The Spiritual
Competency Scale, with 90 items; Section 2: brief version of the MCSDS, with 8 items; and
Section 3: Demographics. The demographics section included 15 items that asked respondents to
provide personal information, to report about their personal experiences with spirituality and
religion, and to share their opinions of these variables in counseling. Most responses in this
section were indicated by choosing the most appropriate checkbox (e.g., yes or no; one of several
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age ranges, racial identities, religious affiliations, etc.). Several of these questions asked
respondent to explain or elaborate on their Yes or No answers. Finally, a free form response
format was offered for one question that asked about which religions or belief systems might be
uncomfortable for a student when working with a client. The instrument closed with a section for
comments.

Phase 3: The Analytical Process
Neyemeyer and colleagues‟ (2003) recommendations for this phase include pilot testing
the instrument to establish reliability estimates and conducting a factor analysis to reduce the
initial number of items. Each of these procedures informs the researcher‟s choices for item
retention for the final product. All of these recommendations were satisfied through
administering the developing instrument to both a pilot group and a national sample of counselor
education master‟s students who were enrolled in secular universities, religiously-based
institutions, and pastoral counseling programs. Each procedure and how it was carried out are
discussed in the following sections.
Reliability. Establishing reliability is essential for attenuating measurement error and for
assessing the homogeneity of the instrument (Nunnally & Bernstein, 1994). One method is testretest reliability. This procedure assesses the consistency of scores across two temporally spaced
administrations of the instrument. In other words, test-retest reliability involves testing the same
participants at two different times to establish the magnitude of the correlation between the two
administrations and to, thereby, determine the stability of responses to the items across time
(Netemeyer, et al., 2003). A Spearman-Brown correlation coefficient of .80 is recommended to
indicate that there is no difference between methods (Kline, 2000). This cut off, along with the
123

two week period between administrations suggested by Netemeyer and colleagues (2003), was
adopted for the first pilot of this study.
Internal consistency (IC), indicated by the correlation between items, is a further means
of assessing the reliability of an instrument. Basically, IC informs the researcher about the degree
to which the items measure the same construct (DeVellis, 2003). When items highly correlate
with the construct, they are also highly related to one another. In the case of a unidimensional
scale, all items will correlate with each other; for a multidimensional scale, the items within each
subset are correlated (DeVellis, 2003). Two IC measures were used in this study: the SpearmanBrown formula for split-half reliability and Cronbach‟s alpha.
Split-half reliability involves dividing the instrument into two subsets of items and
evaluating the correlation between the two sets. The Spearman-Brown prophesy coefficient is
used to estimate the reliability of the full test based on the correlation between the two halves
(DeVellis, 2003). Adequate reliability is considered when the correlation is .80 or greater,
although at the initial stages of instrument development, .60 is acceptable. For the current study,
.70 was chosen as a conservative cut off for this analysis.
A problem with split-half reliability is that is the results can vary based on the way in
which the instrument is divided. Odd-even, first-half/last half, and random methods are common
methods, but each may yield a different outcome. Therefore, DeVellis (2003) recommends a
sound rationale for the way in which an instrument is divided. The pilot phase of SCS (i.e.,
before factor analysis) was chosen for the split-half analysis and several steps were taken to
ensure that each of the Competencies were adequately represented in the two halves. First, the
items were grouped according to the competency into which they were categorized through the
card sort procedure. Second, during test development, the items were randomly numbered so the
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items in each of the Competencies were spread across the entire instrument. This corrected for
the possibility of the recency effect that is associated with the first-half/last-half method
(DeVallis, 2003). Finally, from the list of items within each competency, every other item was
placed into test 1 and the remaining items formed test 2. The items assigned to each group were
then informally evaluated to ensure equal representation of each competency within the two
groups. Each of the final subsets had 5 items from each competency and the Spearman-Brown
coefficient was used to test the correlation between the two groups.
A more widely used measure of internal consistency is Cronbach‟s coefficient alpha
(Cronbach, 1951). A benefit of this procedure over a split-half measure is that alpha
automatically averages all possible combinations of the reliability coefficients and partitions the
total variance of the items into the shared variation of the scores and the error variation that is
unique to each item (DeVallis, 2003). A high degree of shared variation indicates the degree to
which the item correlates with other items; conversely, an item with a low correlation has little to
no shared relationship with the other items and, therefore, may not be representative of the
construct of concern. Cronbach‟s alpha ranges from 0 to 1, with higher values providing greater
support for inter-item reliability (Pett et al., 2003). The widely accepted cut off for alpha of .70
was adopted for this study.
In spite of alpha‟s reported superiority for assessing inter-item correlation, it was
beneficial to examine both alpha and split-half reliabilities. The rationale behind this decision
was that the manual manipulation of items that is afforded by the split-half procedure would
ensure that each of the Competencies (according to the card sort) was equally represented in each
half. Conversely, alpha does not allow for this type of division, because the statistical software
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determines the grouping of items. Using both procedures made it possible to examine the
reliability coefficients from the two different perspectives.
Factor Analysis. The distinctive features of factor analysis are data reduction and
determining the number of variables, structures, or factors associated with a set of items
(Nunnally & Bernstein, 1994). It is a crucial first step in establishing the construct validity of an
instrument (Allen & Yen, 1979). Of the two types, exploratory factor analysis (EFA) is based on
multivariate normality and is typically used during the initial stages of instrument development
to determine the dimensionality of the construct and the interrelationships between the
instrument‟s items (Netemeyer et al., 2003). Confirmatory factor analysis (CFA) is used when
the underlying structure of the construct is known. CFA assesses the goodness of fit between the
hypothetical organization of the factors and the actual data (Pett et al., 2003). As previously
noted, CFA is not an aspect of the current study, but should be considered an essential „nextstep‟ in assessing the utility of the SCS.
The Decision-Making Process (DMP) proposed by Pett and colleagues (2003) guided
EFA procedures for this study. Similar to the Netemeyer group‟s (2003) procedures, the DMP
recommends first specifying the problem, generating the items, and testing the instrument. From
there, the DMP focuses exclusively on the following factor analytical procedures: assess the
adequacy of the correlation matrix, extract the initial factors, rotate the factors, refine the
solution, and interpret the findings (Pett et al., 2003). These procedures were followed in each
phase of this research and are discussed along with the results in the following chapter. The
major consideration throughout this process was whether to retain an item – that is, does the item
load highly enough to be considered a defining factor of the construct? Factor rotation is a
critical component in this process.
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Rotation increases the interpretability of the solutions by identifying clusters of items that
are most closely associated with a single variable. Oblique rotation is typically used when the
items are assumed to correlate; orthogonal rotation is used when the correlation of factors is
questionable. It was assumed that the factors on the SCS would be correlated and, therefore, an
oblique rotation was used; however, both procedures were carried out to determine which would
yield the most meaningful outcome. Pett and colleagues (2003) provide the following loading
cutoff points to guide item retention following rotation:
.45 (20% shared variance); fair
.55 (30% shared variance); good
.63 (40% shared variance); very good
.71 (50% shared variance); excellent (p. 209).
Ultimately, the authors recommend that items loading below a conservative .30 (suggesting less
than 9% shared variation) not be retained. This study followed these guidelines.
Construct validity. The establishment of construct validity during instrument
development supports the notion that the new instrument measures the intended construct
(DeVellis, 2003). Although factor analysis is one means for establishing construct validity,
convergent and/or discriminant procedures are also commonly used to further validate an
instrument (Netemeyer et al., 2003). A typical method for establishing convergent validity is to
administer the new instrument with an existing measure of the same construct. A high correlation
between the two scores suggests that they are measuring the same thing. Conversely,
discriminant validity is typically present when there is no statistical relationship between scores
of the new instrument and those of instruments that are known to measure conceptually different
variables (Becker, 1999).
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The use of these traditional procedures was limited by the nature of this study. At the
time of the development of the SCS, there was no existing measure of spiritual competency.
While it can be argued that the MCC assessments measure competency and they could be used to
establish concurrent validity, it was previously established that spiritual competency is grossly
underrepresented in these assessments. Consequently, they cannot be adequately compared to the
SCS. A similar problem was noted for the discriminant procedures mentioned above. None of the
variables assessed by existing measures could be identified as the “opposite” of spiritual
competency. In the absence of this type of measure, an assessment of socially desirable
responses in relation to SCS scores and a contrasted groups approach were used to support the
discriminant validity of the SCS.
The contrasted groups approach is based on the assumption that scores will, in fact, differ
between groups that are expected to score differently on the same measure (Becker, 1999). A
group that is known to be spiritually competent, for example, should score higher on a measure
of spiritual competency than an untrained group. A significant difference in scores between the
groups would suggest that the instrument is, in fact, measuring spiritual competency and is,
therefore, a valid measure of the construct.
In the current study, it was assumed that students who received counselor training from
religiously-based institutions would score higher on the SCS than students enrolled in secular
counseling programs. Religiously-based institutions, by their very nature, are grounded in
theology and religious values are often infused in training. For example, many of the religiouslybased schools that were randomly chosen for this study belong to the Council for Christian
Colleges and Universities (CCCU). The CCCU‟s mission states that member universities are
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committed to infusing religious values into the curriculum (http://www.cccu.org/about/content
ID.0/about.asp).
Counseling programs that focus on religious values may be instrumental in increasing
students‟ awareness of the influence of these values in clients‟ lives. Alternatively, students who
are trained in secular programs that have not historically focused on spiritual / religious values
should be less aware of the importance of spiritual and religious material in counseling. These
expectations are supported by Evans‟ (1998) study, which found higher religious values in
participants who were affiliated with religious versus non-religious counseling programs, both
before and after religious values training. If religious values infusion does, in fact, influence
awareness of spiritual and religious material in counseling, students in religiously-based
programs should score significantly higher (p < .05) on the SCS than their secular counterparts.
This finding would, in turn, support the discriminant validity of the instrument.

Limitations

There are several limitations associated with this study. As the items were chosen for the
instrument, it was possible that some aspects of the construct were overlooked. Both the
researcher and members of the informed panel that assessed the relevance of the items and the
representativeness of the construct made decisions based on subjective impressions that are, by
their nature, not infallible.
Although every effort was made to include all schools in the United States, this task is
restricted by the possibility that not all universities were in session during the summer of 2008
when the bulk of the data was collected. Furthermore, program administrators made the final
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determination of whether their school would participate. They also chose the classes in which the
instrument will be administered. Consequently, true random sampling of each member of the
population was not possible.
Two other issues influence any measure of spiritual competency. The first involves the
criteria by which spiritual competency is judged. Although the ASERVIC Spiritual
Competencies are the best guidelines produced within the field of counseling for defining
spiritual competence, they have not been empirically tested to determine if adherence to the
Competencies does, in fact, define a spiritually competent counselor (Cashwell & Young, 2004).
Moreover, a self-report of competency may not be an accurate measure of true competency. An
observational study of spiritually competent behavior may be a more appropriate evaluation.
Limitations related to statistical procedures also exist. First, the time delay between pilot
administrations in the test-retest aspect of this study may have impacted students‟ scores. Carryover effects, which are influenced by recall of previous responses, improvements in scores due to
practice effects, changes in attitudes or knowledge, and length of time between testing, are a
threat to the validity of the obtained temporal reliability estimate (Allen & Yen, 1979).
Furthermore, there is no way to know if the differences between groups are truly reflective of
differences in schools/programs. Students may have engaged in independent study of spiritual
and religious issues or, conversely, may have fared poorly in coursework that did address these
issues. Some of the students may be further along in their program than others and may have,
therefore, had coursework that addresses spirituality and religion in counseling before students
with less time in their programs. Finally, if there is no difference between students based on their
training environment (i.e., secular versus religious), the contrasted group approach for
determining the ability of the SCS to discriminate between groups will be compromised.
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Summary

This chapter described the research questions and hypotheses, the research design, the
purpose of the study, and the methodology proposed for the development of the SCS. In keeping
with the scale development protocol proposed by Netermeyer and colleagues (2003), two panels
evaluated the instrument prior to its distribution and a pilot study was conducted to assess the
utility of the instrument and to assess the psychometric properties of the instrument. The
instrument was then administered to students enrolled in a variety of counselor education
programs at universities across the United States. Statistical analyses included assessing the
factorial structure of the instrument, establishing reliability estimates (internal consistency and
test-retest), evaluating the influence of social desirability, and determining if students‟ scores
differed as a function of the counselor education program in which they are enrolled.
Chapter 4 continues this discussion with the results of these analyses. The findings are
discussed in greater detail and recommendations for future studies are presented in Chapter 5.

131

CHAPTER FOUR: FINDINGS
This chapter describes the analysis of the factorial structure and the psychometric
properties of the Spiritual Competency Scale (SCS), which is based on ASERVIC‟s Spiritual
Competencies. The SCS is designed to measure counselor education students‟ self-reported
competency for addressing spiritual/religious material in counseling.
The following research questions guided this study. (1) Is there a relationship between
responses on the SCS and a measure of social desirability? (2) Are the reliability properties of
the initial instrument satisfactory? (3) Does the factor structure of the SCS support the nine
Spiritual Competencies proposed by ASERVIC? (4) Does the internal consistency of the revised
instrument reach satisfactory levels? (5) Can discriminant validity be established with contrasted
groups that are expected to score differently on the SCS (i.e., students enrolled in secular and
religiously-based counseling programs)? The hypotheses related to these questions are shown
below.

Hypothesis One. There is no significant relationship (p < .05) between total scores
on the SCS and social desirability scores as measured by a brief form of the
Marlowe-Crowne Social Desirability Scale.

Hypothesis Two. The initial instrument used in the pilot will yield satisfactory
temporal and inter-item reliability coefficients. (a) Administration of the SCS to
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the same group with a two week interval between administrations will yield a
correlation coefficient for the two scores that meets or exceeds .80. (b) The
internal consistency reliability of the initial SCS will meet or exceed Cronbach‟s
alpha of .70.

Hypothesis Three. The factor structure of the SCS following administration a
national sample will yield nine factors that are conceptually representative of the
nine ASERVIC Spiritual Competencies and these factors will be less than
moderately correlated with each other (i.e., r<.50).

Hypothesis Four. The internal consistency reliability of the revised instrument
and of each individual factor will meet or exceed Cronbach‟s alpha of .70.

Hypothesis Five: Students who are enrolled in counseling programs in religiouslybased schools and pastoral counseling programs will score significantly higher (p
< .05) on the SCS than students who are enrolled in counseling programs in
secular schools.

This chapter begins with a description of the design phase of the instrument. The features
of the pilot sample (n = 100) are presented, along with analyses of the relationship between
socially desirable responding and SCS scores, test-retest analyses of temporal reliability, splithalf and internal consistency reliability estimates for the initial instrument, and a preliminary
examination of the performance of the items. The chapter continues with descriptive data for a
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national sample (n = 499), details of the exploratory factor analysis procedure (EFA) used to
identify the underlying structure of the SCS, the reliability properties of the revised instrument,
and an independent samples t-test that explores the instrument‟s potential to discriminate
between students who are enrolled in secular and religiously-based institutions. An exploration
of socially desirable response sets for the national sample will also be discussed and the chapter
will conclude with the post hoc analyses carried out to assess differences in SCS scores based on
a variety of demographic variables.

Instrument Development

Content Validity: Card Sort
An Excel database with 263 items was distributed to seven individuals via email along
with directions for completing the card sort procedure and an explanation of the meaning of each
of the Competencies. The panel included 1 counselor, 4 doctoral students, and 2 instructors.
These individuals were chosen because of their knowledge of and interest in spiritual and
religious issues in counseling and the ASERVIC Spiritual Competencies. The panel‟s task was to
sort each of the items according to the competency that members felt was the best fit. As the
items were being developed, the researcher generated a pre-sorted item-competency list that was
based on the literature and this template was compared to the panel‟s responses.
The criteria for retaining an item was a conservative 57% item-competency consensus
(i.e., no more than 3 members differed from the rest of the panel in pairing an item with its
competency). The item-competency match for 87 items met 100% consensus, 54 items were
agreed upon by 86% of the sorters, and there was a 71% consensus for an additional 43 items. As
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a result, there was a significant pool of highly endorsed item-competency pairings from which to
draw.
Although there was agreement for many of the items, there were also notable
discrepancies between the panel‟s item-competency matches and the researcher‟s pre-sorted
item-competency list. Despite efforts to ensure that the 263 items that were provided to the panel
were fairly equally distributed across the nine Competencies, this distribution was not maintained
in the sorting process. For example, the panel assigned a disproportionate number of items to
competency 8 (i.e., 62 compared to an average of 25 in each of the other groups). In other areas,
a substantial number of competency 5 master list items were assigned by the panel to
competencies 3, 7, 8, and 9. Many competency 7 master list items were placed in competency 8
and a large number of competency 8 items were assigned to competencies 5, 7, and 9. The items
created for competency 2 appear to have posed the greatest problem, because nearly 40% of the
master list items for this group were assigned to every other category instead. Most of the sorters
reported that the sorting task was a challenge, even though they had a description of the
categories to refer to during this process. In spite of these concerns, however, 82% (215) of the
original 263 items reached a rate of consensus that met or exceeded the 57% cut off.
Following the card sort, the researcher first grouped the items by the sorter‟s competency
assignment and then by the level of agreement associated with each item. From this list, the
items were examined for their relative theoretical importance and their ability to adequately
represent their assigned competencies. Of the 90 items that were retained (i.e., 10 items per
competency), 61 reached 100% consensus, 17 reached 86%, and 11 reached 71% agreement.
Only one item at the 57% level of agreement was retained to satisfy the ten item criteria for
competency 7 (item 15). All of the items were entered into an Excel database and were randomly
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sorted to determine their order of placement on the instrument. Table 12 in Appendix F lists the
items, their assigned competency, and the consensus rating.

Face Validity. Representative Sample
The instrument was administered to a panel of 5 counselor education master‟s students
who were asked to provide feedback. All of the participants agreed that the layout of the
instrument (item placement, graphics, shading, font size, etc.) was appropriate and facilitated
ease of use. One reported that the directions at the bottom of the page provided a good prompt
for “where to go next.” Two participants reported ambiguity of content for three of the items, so
these items were reworded and subsequent feedback from the panel for the revisions was
positive. The participants unanimously agreed that the instrument appeared to be measuring
knowledge of spiritual and religious issues in counseling. Other comments included the
redundancy of some of the items and the lengthiness of the instrument. Both points were integral
to the sound construction of this instrument, so no measures were taken to correct for these
concerns.
The participants were asked to log their starting and finishing time at the top of their
questionnaires. Three reported taking between 15-19 minutes to complete the questionnaire.
Another participant provided relatively lengthy written feedback, so it took this person 23
minutes to complete the task. The fifth student forgot to note a stop time.
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Pilot Studies

Participants
Five instructors at a CACREP-accredited state university in the southeast agreed to
administer the instrument during the spring 2008 semester to their master‟s level counselor
education classes. Sixty-two of the 86 students (72%) who were enrolled in these classes
participated in the first administration (test version) of the questionnaire. The disparity between
total enrollment and the number of actual participants was largely influenced by the fact that
many of the students were enrolled in more than one of the classes that term and, therefore, did
not retake the questionnaire when it was administered in their second class. Of the 62 original
participants, 53 (85%) participated in the second administration (re-test version) two weeks later.
The instructor of one class of 7 students was unable to re-administer the instrument, 1 participant
returned an incomplete questionnaire, and 1 was not present in class on the day of the second
administration.
To increase the participant count to 10% of the final projected sample (i.e., 90; Pett et al.,
2003), a second pilot was administered at the beginning of the summer 2008 semester to master‟s
level counselor education students who were enrolled at the same university. Four instructors
agreed to administer the second pilot to their classes. These classes had a combined total of 121
students. A number of the available students had participated in this study in the previous
semester and accepted the option to leave the classroom during this administration. Thirty-eight
students completed the questionnaire. A true return rate was difficult to calculate because the
anonymous nature of the administration protocol prohibited the researcher from differentiating
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between students who left the test site because they had previously taken the assessment and
those who simply chose not to participate this time. As test-retest reliability had been established
in the first pilot, the questionnaire was administered only once to this second group.
To recap, 62 students participated in the first administration, 53 of those took part in the
second administration (re-test phase), and 38 participated in the one-time collection of additional
data. The two assessments completed by the group of 53 were analyzed for temporal reliability
(i.e., test-retest procedures). Then, the data from the first administration of this group (n=62) was
combined with the data from the final group of 38. This combination provided a larger database
(i.e., 100 participants) for all other statistical procedures, with the exception of those related to
social desirability responding. This was assessed using the 62 questionnaires that were
completed in the first phase of the first pilot. Based on the fact that the social desirability test did
not yielded a significant effect, an analysis of social desirability responding was not repeated in
the second pilot.
The combined group of 100 students included 81females and 19 males, who were
primarily under 30 years of age (n=76). Eighteen of the participants were between 30 and 39
years old and six participants were 40 years of age or older. Thirty-one percent of the
participants were following a mental health counseling track, 27% were in a school counseling
program, 20% were in marriage and family therapy, and 10% were enrolled in 2 or more of these
tracks. Twelve percent of the group reported “Other.” This group included School Psychology
students who were taking a required class from the counselor education program. The majority
of the sample was Caucasian/European American (79%). Other representative groups included
Hispanic/Latino American (9%), African American (4%), Asian American (3%), American
Indian/Alaskan Native (1%), and 4% reported “Other.” Ten percent of the sample had taken
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between 0-3 credit hours in their programs, 30% had finished between 9-12 hours, and 60% of
the participants had accrued over 12 hours.
The demographic section of the questionnaire also included questions about participants‟
spiritual/religious life, their exposure to spiritual/religious material during their counseling
program, and their opinions about spiritual and religious material in counseling. Twenty-four
percent of the group identified with the Roman Catholic faith, 17% were Protestant, and 13%
described themselves as “Christian” without further mention of denominational affiliation. Six
percent of the participants reported being of the Jewish faith, 5% were Evangelical, 3% were
Pentecostal, 2% were Buddhist, and there was one participant from each of the following
religious groups: Charismatic, Fundamentalist, Hindu, Jehovah‟s Witnesses, Mormon, Muslim,
Quaker/Friends, and Unity/New Age. Seven percent of the participants reported being atheist,
6% chose “None,” and 5% did not respond. When asked about their current level of
religiousness, 16% stated that they were “Conservative,” 24% responded “Liberal,” 5% said
“Fundamental,” and 6% answered “Evangelical.” Forty-one percent of the participants said that
they were spiritual, but not religious and 7% reported being neither spiritual nor religious. One
participant did not respond to this section.
Seventy three percent of the participants stated that they had spent time deeply examining
or questioning their spiritual or religious belief system. Most who answered affirmatively to this
question reported that this process occurred as a child (4%) and in the adolescent/early adult
years (42%), and 20% had engaged in this activity as an adult (i.e., over 20 years of age). The
largest percentage of participants stated that the time devoted to this self-exploration was less
than a year (20%) and 2% had only spent a few hours. Seventeen percent engaged in this process
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between 1-3 years, 7% between 3-5 years, and 11% between 5-10 years. Thirteen percent stated
continuous self-examination and thirty percent did not respond.
Seventy-nine percent of the participants denied any influence of their spiritual or
religious beliefs on their choice to become a counselor, while 21% reported that these beliefs did
play a role. Thirteen percent believe that their program had prepared them to include spiritual or
religious issues in counseling and 87% did not. Of those who felt prepared, 9% were exposed to
this material as a component of another class and 2% had taken a course that specific to these
topics. Four percent of the participants said they were exposed to spiritual and religious issues in
counseling outside of their program. Thirty-four percent wanted these issues included in their
core classes and 42% preferred a class that would exclusively address them. Eight percent did
not want spirituality and religion included in their program. Eighty five percent of the
participants thought that spiritual and religious material was related to mental health, while 14%
did not and 1% did not respond to this question. Fifty-eight percent stated that they would be
comfortable, considering their current level of training, to include spiritual and religious issues in
counseling. Only 9% of the participants were familiar with the ASERVIC Spiritual
Competencies.
A free-form response section asked participants about what types of religions or religious
beliefs would be uncomfortable for them to address with a client. A complete list can be found in
the Pilot Demographic Variables Table 13 in Appendix G, but a few points are worthy of
mention here. Seventeen of the participants did not feel that any issue would be a problem and
nine were not sure or did not know. Twenty-five cited specific religious beliefs systems and six
stated topics common in counseling, such as GLBT and pro-life issues. One participant said he
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or she would be uncomfortable with “religion in general” and one was concerned about working
with a client who maintained any beliefs that he or she did not agree with.

The Instrument: Descriptive Data
The testing time for all administrations of the SCS typically ranged from 15-20 minutes.
However, when the questionnaire was given at the beginning rather than at the end of the class
period, some participants took up to 25 minutes to complete the task. The free-form response
sections also solicited more information when the instrument was given at the beginning of class.
For the 90-item SCS, possible scores range from 90 (i.e., 1 point per item) to 540 (i.e., 6
points per item). The range of desirable scores, suggestive of “correct” responses to the items,
was between 450 and 540 (i.e., 5 to 6 points per item). The mean total score for the combined
participant pool (n = 100) was 387.5 (sd = 42), the median was 389, and scores ranged from 292
to 480. The average score for the individual items was 4.25 (sd = 1.24). The distribution
exhibited an acceptable, but slightly positive skew (.091), suggesting a greater number of lower
scores, and a moderate peak (kurtosis = -.63), indicating a deviation from the norm in the center
of the distribution. The Kolomogrov-Smirnov test (K-S) was not significant at D(100) = .06, p >
.05, suggesting a normal distribution.
The item means, standard deviations and the frequency of correct responses are listed in
Table 14 in Appendix H. There were 6 response choices on the SCS: three levels of agreement
and 3 levels of disagreement. A “correct” response is one in which the participant chose 5
(midpoint) or 6 (high) in the appropriate direction (i.e., Agreement or Disagreement). Although a
response choice of 4 is in the right direction, this low level of agreement does not demonstrate
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mastery of the items. As the items were designed to elicit definitive answers, a response choice
of 4 is considered to be incorrect.
Only 9 items had an 80% or higher correct response rate. These items and their
corresponding percentage of endorsement include the following: (58) Spiritual and religious
beliefs impact a client‟s worldview (90% agreed); (4) Spiritual and religious beliefs are aspects
of multiculturalism (87% agreed); (49) Meditation is both a spiritual practice and a therapeutic
technique (84% agreed); (66) Spirituality and religion mean the same thing (84% agreed); (80) A
person can be culturally Jewish, but not religiously Jewish (84% agreed); (18) Someone can be
spiritual without being religious (82% agreed); (27) There is a lot of diversity within a specific
religious denomination (81% agreed); (9) Some people who have spiritual experiences are not
religious (80% agreed); and (51) Counselors are obliged to remain open to spiritual references by
the client (80% agreed).
Some of the items for which a largest percent of participants responded incorrectly and
their corresponding frequency of incorrect responses include the following: (76) Questioning
one‟s faith is part of a DSM diagnosis (96% disagreed); (67) Sacred scripture readings are
appropriate homework assignments (90% disagreed); (90) Part of a counselor‟s job is to become
acquainted with local religious leaders (89% disagreed); (48) Religion is the cognitive and
behavioral manifestation of spirituality (86% disagreed); (64) Including religious figures in
guided imagery is an appropriate counseling technique (85% disagreed); (23) Non-religious
counselors need to examine why they are not religious (81% disagreed); (17) A majority of
clients want to discuss religious beliefs in counseling (80% disagreed). Forty-three other items
were incorrectly endorsed by at least 50% of the students.
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Social Desirability

Hypothesis One. There is no significant relationship (p < .05) between total scores
on the SCS and social desirability scores as measured by a brief form of the
Marlowe-Crowne Social Desirability Scale.

An eight-item brief version of the full scale Marlowe-Crown Social Desirability Scale
(MCSDS) constructed by Ray (1984) was administered as part of the SCS to assess for socially
desirable responding to the SCS items. A significant relationship suggests a response bias that
may influence the validity of the SCS; that is, participants may be responding based on what they
believe is expected of them, rather than accurately representing their thoughts and feelings. A
“false” response to items 91, 93, 95, 97 and a “true” response to items 92, 94, 96, 98 indicate
socially desirable responding. Each item answered in a socially desirable way received 2 points
and a response on the opposite pole was assigned 1 point. Possible scores ranged from 8 to 16
points, with higher scores suggesting socially desirable response patterns.
The average total score of the MCSDS was 10.89 (n=62), with a standard deviation of
1.95. Items with relatively high responses in the direction of social desirability and their
corresponding rate included, “I sometimes try to get even rather than forgive and forget” (55%)
and, “I am quick to admit when I make a mistake” (51%). The percentage of participants who
responded in a socially desirable way to the other items ranged from 19% to 43%, with an
average of 33%.
There was no significant relationship between total scores on the MCSDS and SCS total
scores (r62 = .136, p > .05). Less than 2% (r2 = .018) of the variance in the total SCS scores could
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be attributed to social desirability responding. The correlation between total MCSDS scores and
the lowest (292-359), midrange (363-399), and highest (401-462) SCS total scores was also
examined. Again, there was no evidence of significance between socially desirable responses and
how well one scored on the respective levels of the SCS (low: r62 = -.192, p > .05; mid-range: r62
= .027, p > .05; high: r62 = .169, p > .05).
A one-way analysis of variance was then conducted to see if there was any difference in
MCSDS scores between those who scored in the low, middle, and high range of the SCS total
scores. Levene‟s test was not significant (F2,59 = .620; p > .05), suggesting homogeneity of
variance. There was no significant difference in MCSDS scores based on the three levels of SCS
scores (F2,59 = .544, p > .05) and the level of SCS score accounted for less than 2% (2 = .018) of
the variance in MCSDS scores.
Based on these data, the hypothesis was accepted. Social desirability scores were not
significantly related to the total SCS scores or to SCS scores in the low, middle, or high ranges.
Moreover, there was no statistical difference in MCSDS scores based on the three different
ranges of SCS scores (i.e., high, middle, or low). A socially desirable bias did not appear to be a
factor in students‟ responses to the SCS.
Discriminant validity describes the degree to which two theoretically dissimilar
constructs are related. In the current analysis, spiritual competency and social desirability are
theoretically dissimilar and the scores for these measures would, therefore, not be expected to
correlate. Indeed, the analysis failed to demonstrate a relationship between these constructs. This
finding lends support to the discriminant validity of the SCS.
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Reliability

Hypothesis Two. The initial instrument used in the pilot will yield satisfactory
temporal and inter-item reliability coefficients. (a) Administration of the SCS to
the same group with a two week interval between administrations will yield a
correlation coefficient for the two scores that meets or exceeds .80. (b) The
internal consistency reliability of the initial SCS will meet or exceed Cronbach‟s
alpha of .70.

Temporal reliability: Test-retest analysis. The same instrument was administered to
respondents in the first pilot on two separate occasions. The time allotted between the test and
retest administrations followed Nunnally‟s and Bernstein‟s (1994) recommendations of two
weeks. The decision for this relatively short interval was also based on the assumption that a
shorter interval between administrations limits the potential for changes in attitudes, perceptions,
and opinions and, therefore, yields a higher reliability (Nunnally & Bernstein, 1994).
Fifty three of the original 62 participants completed the test-retest phase of the pilot. Each
administration took place in the same environment and was delivered by the same individual.
Analyses show a significant positive correlation between the two sets of SCS scores (r53 = .903, p
< .01). Thus, the first part of the second hypotheses was supported. The test-retest coefficient
exceeded the .80 cut off, verifying that participants‟ scores were similar across the two
administrations. This finding supports the temporal stability of the SCS.
Internal consistency reliability: Split half and Cronbach’s alpha. Nunnally and Bernstein
(1994) warn that low internal consistency can erode the confidence in test-retest results.
145

Therefore, it was essential to examine the internal consistency of the pilot instrument to ensure
that it did not influence the statistical outcome of the test-retest analysis. Two measures of
internal consistency were computed: a split-half analysis using the Spearman-Brown coefficient
and Cronbach‟s alpha.
Cronbach‟s alpha is the preferred method for assessing internal consistency because it
yields the average of all possible split-halves of a scale. Statistical software chooses the
combination of items to produce the alpha coefficient, while the split-half analysis enabled the
researcher to manually select the items so that that each of the Competencies was equally
represented in each of the halves. Both procedures were carried out to establish several levels of
support for the instrument‟s reliability.
For the split-half analysis, all of items were listed according to the competency to which
they were assigned in the card sort procedure. Then, every other item was chosen for the first
half and the remaining items were placed in the second half of the split instrument. This process
ensured the relative equivalence of the two halves by including an equal number of items for
each of the competencies and also an equal number of items from each part of the questionnaire
(i.e., beginning, middle, and end). The division of items based on the sorters‟ competency
assignments is shown in Table 1 on the following page.
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Table 1. Item Sort for Split-half Analysis
Items chosen for first split-half
Sorter
Competency
Assignment
1
2
3
4
5
6
7
8
9

6,18, 47, 52, 63
4, 27, 35, 58, 80
11, 23, 41, 44, 87
1, 20, 57, 65, 79
14, 21, 32, 53, 62
3, 19, 31, 50, 86
10, 15, 33, 75, 82
2, 24, 36, 56, 72
7, 40, 64, 69, 78

Items chosen for second split-half
Sorter
Competency
Assignment
1
2
3
4
5
6
7
8
9

9, 46, 48, 60, 66
16, 34, 39, 71, 84
13, 38, 43, 54, 89
8, 37, 61, 74, 88
17, 28, 51, 55, 81
5. 30, 42, 70, 90
12, 25, 59, 76, 85
22, 26, 45, 68, 73
29, 49, 67, 77, 83

The Spearman Brown coefficient of equal length was significant at .936 (n = 53),
suggesting a high positive correlation between the manually split versions of the SCS.
Cronbach‟s alpha also supported the internal consistency of the SCS, with a coefficient of .938
(n=53). Finally, when combining all of the data from the two pilots (n = 100), Cronbach‟s alpha
for the initial instrument remained high (.932). Therefore, the second aspect of hypothesis 2 was
supported: the internal consistency (i.e., split-half and internal consistency) exceeded the predesignated cut-offs. All of the reliability coefficients are listed in Table 2 below.

Table 2. Pilot: Reliability Coefficients for Test-retest, Split-half, and Internal Consistency
Analysis

n

Coefficient

Test-retest reliability: Spearman‟s rho
Split-half reliability: test-retest sample; Spearman Brown
Internal consistency: test retest sample; Cronbach‟s alpha

53
53
53

.903
.936
.938

Combined Pilot Sample
Internal consistency: total pilot; Cronbach‟s alpha

100

.932

147

Preliminary Item Analysis
In keeping with Pett et al.‟s (2003) suggestion of 10 participants for each item, it was
anticipated that the small pilot sample (n=100) in relation to the number of items (i.e., 90) would
be problematic for factor analysis. Indeed, the Kaiser-Meyer-Olkin (KMO) measure of sampling
adequacy, which should be at least .60, reached only .266 for the pilot. However, the pilot data
did allow for a preliminary item analysis, which subsequently informed the factorial procedures
of the later national data set.
A first step in instrument development is to determine the items‟ relationship to overall
test performance and to identify those that are the most discriminating. Of several indices, the
corrected item-to-total correlation (ITC), which Nunnally and Bernstein (1994) argue is the
“primary criterion for including an item” during initial instrument development, was chosen to
assess the pilot data. An item that yields a high ITC (i.e., < .30) shares a greater variance with the
other items and increases the reliability of the instrument (Nunnally & Bernstein, 1994).
There were four stages in this process (see Table 15 in Appendix I). The initial ITC
analysis of the 90 items ranged from .007 to .728. In the first stage, 31 items with a correlation of
less than .30 were removed, as were five items that fell below .30 in the subsequent analyses.
However, Nunnally and Bernstein (1994) warn against the exclusive use of the ITC for item
retention, saying that “human judgment” is also part of this process, regardless of a coefficient‟s
value (p. 304). Therefore, in the third stage, all of the discarded items were reviewed for their
theoretical contribution to the SCS. One item with a relatively low ITC (i.e., .29) was restored to
the final list. The retained items were also examined. It was decided that four items with a very
low frequency of response rate (i.e., < 30%) were better represented in content by another more
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highly correlated item, so these four were removed. In the fourth stage, items that received either
an extremely high or an extremely low endorsement were deleted. The corrected ITC for the
remaining 46 items ranged from .29 to .73.
Cronbach‟s alpha remained high at .932 for the revised 46-item scale. This new version
also came closer to representing a normal distribution (i.e., skew = .041; kurtosis = -.561).
Possible scores now ranged from 46 to 276 and the spread of actual scores was from 131 to 268.
The observed mean for the total score was 201 (sd = 28).
Although the revised instrument reached an acceptable KMO (.79), there remained
substantial concerns about further item analysis with the pilot data. First, although the item count
was reduced by the ITC process (i.e., to 46 items), the sample was still not large enough to
accommodate Pett and others‟ (2003) recommended sampling criteria for factor analysis (i.e., 10
participants per item; 460). Secondly, the correlation matrix ranged from .00 to .70, both before
and after the ITC, with relatively few correlations on the high end. A third concern was
reoccurring communality problems when maximum likelihood procedures were run, even after
many of the items were removed. Consequently, it was decided that the item analysis that had
been conducted on the pilot would be useful for comparison to the national results, but the small
sample size prohibited further assessment of the structure of the instrument.

Exploratory Analysis
A comments section at the end of the instrument was consulted for feedback regarding
participants‟ experience with taking the SCS. A repeated theme was related to the unique
response set. A few participants reported confusion and some others had apparently changed
their first few responses to an answer on the opposite pole. One participant wrote that he or she
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was so “programmed to use a [typical] Likert scale” that it took some time to override this
expectancy. The directions were, therefore, altered by adding a line at the beginning of the
instructions as follows: “Please familiarize yourself with the unique response format before you
begin.”

National Study

Participants
Recruitment took place during the summer and early fall of 2008. Approval was initially
sought from 48 Institutional Review Boards (IRB) across the United States to administer the SCS
to their students. One IRB from a western university stated concern that the items could be
stigmatizing for their students, so IRB approval was refused. A second IRB submitted the
proposal to the counseling department and refused approval because of no expressed interest by
faculty. Seven IRB departments did not respond and thirty-nine approved departmental contact.
In the second round of recruitments, departments were first contacted and upon expressed
interest, IRB formats were followed as directed.
Overall, 64 counseling programs, including 38 secular schools, 16 religiously-based
schools, and 10 pastoral counseling programs, were randomly selected from a list of all
regionally accredited programs in the United States and were contacted for their approval to
administer the instrument. Approximately 45 of these were CACREP accredited and 14
programs had ASERVIC members on their faculty. Of the total schools that were contacted, 31
agreed to participate (48% of total contacted), including 15 secular schools (39% of total
contacted), 13 religiously-based schools (81% of total contacted), and 3 schools with pastoral
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counseling programs (30% of total contacted). This group included 16 CACREP institutions
(35% of total contacted) and 10 schools with ASERVIC members on faculty (71% of total
contacted). The total mailing included 1312 research packets with questionnaires, informed
consent letters, instructor‟s letters, and return mailers. They were sent via priority mail in the
summer of 2008. It was requested that the completed instruments be returned by September 15,
2008. Follow up emails were sent and phone calls were made to encourage return of the packets.
Ultimately, 602 questionnaires from 25 schools, including 12 secular programs (80%),
and 10 religiously-based programs (77%), and 3 pastoral counseling programs (100%) were
returned, representing an 81% participation rate by schools and a 46% return rate of the
questionnaires. Of those that were not returned, 3 schools were in areas that were affected by
hurricanes, one contact person experienced a death in the family, and another became ill during
the data collection phase. Questionnaires from 14 CACREP accredited programs (88%) and 8
programs with ASERVIC members on faculty (80%) were returned. Representative states
included Arkansas, Connecticut, Florida, Idaho, Kansas, Louisiana, Missouri, Montana, New
York, North Carolina, Pennsylvania, Tennessee, Texas, Virginia, Washington, West Virginia,
and Wisconsin. Despite attempts to include a variety of religiously-based schools (i.e., Christian,
Jewish, Eastern religions), all of the religiously-based schools that agreed to participate adhered
to the Christian faith (e.g., Catholic, Mennonite, Quaker, Church of Christ, Lutheran, Methodist,
and Baptist).
Seventy-nine of the questionnaires were returned 2 -3 weeks after the return cut-off date.
As data analysis had concluded by that time, these questionnaires were not part of this study, but
will be used in later analyses. Twenty one questionnaires were removed because of numerous
missing responses. Two instruments were removed because the participants selected 2 responses
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per item, which implies confusion with the response format. Various demographic questions
were left unanswered, perhaps because of fatigue, as this section was at the end of the
instrument. However, these questionnaires were retained if the participant had responded to the
SCS items. The incongruent participant count in the demographic data reflects these cases. The
final participant count for item analysis was 499. Although the sample size did not meet the
projected criteria (i.e., 900; Pett et al., 2003), Tabachnick and Fidell (2001) and Comrey and Lee
(1992) say that 300 is a “good” sample size for factor analysis, while 1000 is “excellent.” The
sample of this study fell between the two recommendations and represented an adequate group
for analysis.
Two hundred and seventy-five of the participants attended secular schools (55% of the
total group) and 224 were from religiously-based schools (45% of the total group), including 4
participants who were enrolled in pastoral counseling programs. The 3 pastoral counseling
programs that agreed to participate also offered other types of counseling degrees and returned
more questionnaires from students enrolled in these other programs than from those in the
pastoral counseling program. The 4 questionnaires from this group were combined with the
religiously-based school data. For a complete listing of demographic variables of the national
sample, please see Table 16 in Appendix J.
The total sample used for analysis (n = 499) included 402 females (81%) and 94 males
(19%). Most were under 30 years of age (n = 309; 62%). Ninety-one participants (18%) ranged
in age from 30 to 39 and 95 participants (19%) were 40 years of age or older. Two hundred and
twenty-four participants (45%) were enrolled in religiously-based universities and 275 (55%) in
secular schools. Eighty two percent (n =409) were from CACREP accredited schools, 6% (n =
32) were not, and 10% (n = 51) stated that they did not know. The participants were enrolled in
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the following counseling tracks: mental health (n = 146; 73%), school (n = 126; 25%), marriage
and family (n = 134; 27%), community (n = 21; 4%), pastoral counseling (n = 4; .8%). Fortyeight (10%) were enrolled in more than one track and 18 (4%) reported “Other.” The sample was
disproportionately Caucasian/European American (n = 406; 81%). The second largest group was
African American (n = 34; 7%). There were 28 Hispanic/Latino Americans (6%), 14 Asian
American (3%), 1 American Indian/Alaskan Native American (.2%), 1 Native Hawaiian/Pacific
Islander (.2%), and 8 (1.6%) reported “Other.” Three or fewer credit hours had been completed
by 169 participants (34%), 32 had completed between 9-12 hours in their programs (6%), and
295 (59%) had accrued over 12 hours.
Eighty-three of the participants identified as Catholic (17%) and 266 (53%) were of other
Christian faiths (e.g., Mainline Protestant, Charismatic, Fundamentalist, Evangelical, Pentecostal
Mennonite, and Mormon). One (.02%) participant was of the Hindu tradition, 4 (.08%) were
Muslim, 10 (2%) were Buddhist, and 6 were Jewish (1%). There were 13 participants who
identified themselves as Unity/New Age (2%), 2 as Pagan/Wiccan (.04%), 24 as “Other” (6%),
and 22 as “None” (4%). Twelve of the participants were agnostic (2%) and 13 were atheist (3%).
Participants reported significant changes in religious affiliation from childhood to adulthood (see
Table 17 in Appendix K).
Regarding their current level of religiousness, 101 (20%) participants reported that they
were “Conservative,” 125 (25%) responded “Liberal,” 13 (3%) said “Fundamental,” and 51
(10%) answered “Evangelical.” Thirty-three percent (n = 166) of the participants said that they
were “spiritual, but not religious” and 22 (4%) reported that they were neither spiritual nor
religious. Twenty-one participants (4%) did not respond to this section.
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Regarding whether participants had spent any time deeply examining their belief systems,
393 (79%) said they had and 69% of this group said that this activity occurred during their
childhood or adolescence. Over 20% (n = 101) reported never exploring their beliefs and 5 did
not respond. Two participants (.04%) had spent a few hours in this process, 12 had spent less
than 3 months (2%), and 15 (3%) participants had spent up to 6 months with this selfexamination. Thirty-five (7%) participants said they spent between 6 months and one year, 121
(24%) from 1 and 5 years, 47 (9%) between 5 and 10 years, and 122 (24%) reported a continuous
exploration of their belief systems. Forty-five (9%) did not answer this question.
Two hundred and thirty (46%) reported that their spiritual or religious beliefs played a
role in their choice to become a counselor, while 263 (53%) said that they did not influence this
decision. Two hundred and thirty two (46%) felt that their program had prepared them to include
spiritual or religious issues in counseling and 246 (49%) did not. Of those who felt prepared, 80
(16%) had taken a course that specifically addressed these issues and 117 (23%) were exposed to
this material as a component of another class. Twenty participants (< 1%) said they had been
exposed to spiritual and religious issues in counseling, but this exposure was reportedly outside
of the context of their programs. Of those who did not feel prepared by their programs, 70 (14%)
would like to have spirituality and religion included in their core classes and 134 (27%) would
rather have a class exclusive to these issues. Twenty-seven (5%) did not want this material
included in their programs.
Seventy-seven percent (n = 385) of the participants thought that spiritual and religious
material was related to mental health, 37 (7%) did not perceive a relationship, 66 (13%) said
“sometimes” or “it depends,” and 2% (n = 11) did not respond to this question. Sixty-four
percent (n = 319) thought that they would be comfortable including spiritual and religious issues
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in counseling at their current level of training, 28% (n = 141) would not. Five percent (n = 25)
were familiar with the ASERVIC Spiritual Competencies and 92% (n = 461) were not.
An open question regarding the types of religions or religious beliefs that participants
would be uncomfortable working with yielded the responses in Table 3 below. Of particular
interest are the specific religious groups that are mentioned, for example, Muslim, Buddhist,
Hindu, Jehovah‟s Witnesses, Mormon, Christianity in general, Judaism, and extreme
fundamentalist groups.

Table 3. National: Anticipated Areas of Discomfort in Counseling
Belief, Denomination, or Practice
(total responses: n = 328)
Do not anticipate discomfort with any
Extreme Fundamentalism, Dogmatism,
Bible as Truth
Unfamiliar beliefs
Wicca, Witchcraft, Cults, Pagan, New Age
Satanism
Islam/Muslim
Buddhism, Hinduism
Any other than my own
Atheism
All
Not sure or don‟t know
Ethnocentric religions
Harmful, oppressive religions
Mormon
Jehovah‟s Witnesses
Beliefs I don‟t agree with
Christianity
Crises of faith, religious doubts
Homophobic beliefs
Wouldn‟t address without training
Conservative Catholicism
Judaism
Wouldn‟t address any without training
GLBT concerns

Number of
Responses
86
51
31
27
25
21
20
18
16
12
12
11
9
9
7
6
6
6
4
4
3
3
3
3

Percent of
Responses
26
16
9
8
8
6
6
5
5
4
4
3
3
3
2
2
2
2
1
1
1
1
1
1

155

The Instrument: Descriptives
The total possible SCS scores for the initial instrument ranged from 90 (i.e., 1 point per
item) to 540 (i.e., 6 points per item). As in the pilot, “correct” responses to the items on the full
instrument ranged from 450 (i.e., based on 5 points / midrange endorsement for the 90 items) to
540 (i.e., based on 6 points / high endorsement for the 90 items). Again, although a response
choice of “4” (i.e., for a total of 360 points for the 90 items) represents a low level agreement or
disagreement (as appropriate) in the right direction, it is not a strong response and does not point
to mastery of the item. It is, therefore, considered to be incorrect. The mean total score for the
combined participant pool (n = 499) was 393 (sd = 42.4). Total scores ranged from 235 to 495.
The distribution exhibited a slight negative skew (-.33), suggesting a greater number of relatively
high scores, and a negligible kurtosis (.009). K-S indicated a normal distribution (i.e., D(499) =
.04, p > .05) and Levene‟s was not significant (F1, 497 = .002, p> .05), suggesting homogeneity of
variance. Table 4 below includes descriptive data of the total scores and per group.
Table 4. National: Total Score Range, Mean, and Standard Deviation by School Type
School Type
Total Group
Religious
Secular

N
499
224
275

Range of
Scores
235 - 495
257- 495
235- 488

Mean

sd

393.0
398.4
388.6

42.4
42.2
42.1

The item means, standard deviations, and percentage correct are listed in Table 18 in
Appendix L. The individual item means ranged from 2.49 to 5.43. With the exception of 23
items, the means were above 4.0, suggesting that the majority of responses were on the
appropriate pole of agreement. However, the standard deviations ranged from .85 to 1.63, with
most being above 1.0, so there was considerable variation in scores.
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Five of the 90 items were correctly endorsed by 80% or more of the participants (i.e., a
score of 5 or 6). These items, their corresponding endorsement rate, and a reference to the pilot
endorsement rate (i.e., “pilot = %”) for each item are as follows: (4) Spiritual and religious
beliefs are aspects of multiculturalism (90% agreed; pilot = 87%); (58) Spiritual and religious
beliefs impact a client‟s worldview (86% agreed; pilot = 90%); (66) Spirituality and religion
mean the same thing (82% agreed; pilot = 84%); (11) To increase acceptance of a client with
different beliefs and values, counselors must first understand their own (81% agreed; pilot =
32%); and (51) Counselors are obliged to remain open to spiritual references by the client (80%
agreed; pilot = 80%).
Forty-two items were incorrectly endorsed (i.e., a score of 4 or less) by over 50% of the
participants. Items that were incorrectly endorsed by over 75% of the participants, the incorrect
endorsement rate, and the corresponding incorrect endorsement rate from the pilot include the
following: (76) Questioning one‟s faith is part of a DSM diagnosis (94% disagreed; pilot =
96%); (68) Spiritual bypass is associated with avoidance of responsibility (89% disagreed; pilot
= 84%); (48) Religion is the cognitive and behavioral manifestation of spirituality (82%
disagreed; pilot = 86%); (64) Including religious figures in guided imagery is an appropriate
counseling technique (85% disagreed; pilot = 85%); (90) Part of a counselor‟s job is to become
acquainted with local religious leaders (85% disagreed; pilot = 89%); (67) Sacred scripture
readings are appropriate homework assignments (81% disagreed; pilot = 90%); (17) A majority
of clients want to discuss religious beliefs in counseling (80% disagreed; pilot = 80%); (42)
Counselors who have trouble understanding a client‟s religious beliefs are obligated to refer
(80% disagreed; pilot = 76%); (69)Religiously-based interventions are only used when religion is
part of the problem” (88% disagreed; pilot = 84%); (85) It is essential to determine a client‟s
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spiritual functioning during an intake assessment (87% disagreed; pilot = 74%); (32) It is
appropriate to challenge certain religious statements made by a client (78% disagreed; pilot =
78%); (53) Clinical concerns are raised when a client ridicules their place of worship (78%
disagreed; pilot = 74%); and (23) Non-religious counselors need to examine why they are not
religious (77% disagreed; pilot = 81%). It should be noted that a number of participants did
respond to these items in the correct direction (i.e., 4 points), but when adding this to the correct
totals, 10 items continued to be incorrectly endorsed by over 50% of the participants.

Factor Analysis

Hypothesis Three. The factor structure of the SCS following administration a
national sample will yield nine factors that are conceptually representative of the
nine ASERVIC Spiritual Competencies and these factors will be less than
moderately correlated with each other (i.e., r<.50).

An exploratory factor analysis using item analysis, principle components analysis (PCA),
and maximum likelihood procedures (ML) was conducted on the 90-item SCS to assess the
construct validity of the instrument. Eight criteria informed the retention of the items throughout
this analysis: (a) a significant value for Bartlett‟s Test of Sphericity (i.e., <.p = 05); (b) the
Kaiser-Meyer-Olkin measure of sampling adequacy (KMO) of all items was greater than .60 and
the measure of sampling adequacy (MSA) per item was .70 or higher (Pett et al., 2003); (c) the
factor loadings exceeded .40 (Floyd & Widaman, 1995); (d) at least 3 items loaded on each
factor (Comrey, 1988); (e) the item-to-total correlation (ITC) for the items-revised SCS total and
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the items-respective factor loading exceeded .30 (Nunnally & Bernstein, 1994); (f) the items
contributed to the reliability of their respective factors; (g) there was conceptual similarity
between items; and (h) the items were theoretically relevant to their respective factor and to the
overall revised instrument.

Item Analysis
The SCS item responses were initially scored and entered into SPSS in the order in which
they appeared on the instrument (e.g., 1 through 6). They were then recoded to reflect their
relative level of importance (i.e., Low Agreement = 4, Midpoint Agreement = 5, High Agreement
= 6, Low Disagreement = 3, Midpoint Disagreement = 2, High Disagreement = 1). Items 6, 7,
30, 31, 34, 46, 47, 66, 69, and 83 were reverse scored to assign the highest score (i.e., 6) to High
Disagreement. For the social desirability scale, scores were True = 1 and False = 2. Items 93, 96,
and 97 were reverse scored. A higher total score indicated a socially desirable response. SCS
items 3, 23, 33, 48, 63, 65, 68, 71, 76, 83, and 90 had a substantial number of missing values and
were removed. Other missing values in the data were accounted for by using the “Exclude
listwise” option in SPSS for each analysis.
The corrected item-total correlation (ITC) of the national study was compared to the ITC
results from the pilot. Twenty one of the items from the national sample that did not meet the
item retention criteria (i.e., >.30) and that were also poor performers in the pilot ITC analysis
were removed (i.e., items 4, 6, 7, 9, 17, 18, 19, 22, 30, 31, 32, 34, 38, 42, 46, 47, 53, 59, 66, 69,
and 70). The final ITC was rerun and an additional 5 items with a correlation of .30 were also
removed (i.e., items 2, 52, 60, 72, and 78). The remaining data set included 53 items.
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Preliminary Analysis: Principle Components
An unrotated PCA was used to analyze the 53 items remaining items. The determinant of
the correlation matrix (i.e., |R| = 1.91E-009) was lower than the cut-off of .00001. However, a
visual inspection of the matrix failed to yield evidence of multicollinearity or singularity and the
significance of Bartlett‟s Test of Sphericity (2 = 7577.985; df = 1378; p = .000) confirmed the
presence of systematic variance and verified the sufficiency of the sample for analysis. The
KMO was .913, indicating that the underlying factors influenced a high proportion of common
variance. As further evidence of sampling adequacy, the diagonal values of the anti-image
correlation matrix were above .80, with the exception of one (i.e., .74). According to Kaiser
(1974), these values are within the acceptable range. Finally, Cronbach‟s alpha for the initial
instrument was high at .936.
The concerns about the relative independence of each of the nine Spiritual Competencies
that were discussed in Chapter 2 prompted running the initial PCA with the Kaiser-Guttman
criteria (e.g., “eigenvalues over 1”), rather than requesting a nine component solution. Eleven
eigenvalues greater than unity were initially extracted and the unrotated solution accounted for
58% of the variance in the items. Conversely, Cattell‟s scree test (1966) indicated a two to six
factor solution (i.e., with eigenvalues greater than 1.00), so it was possible that the Kaiser-rule
was overrepresenting the factors. Indeed, the majority of the items loaded on the first factor and
there were several low and multiple loadings. Although Hair and colleagues (1998) proposed that
a factor loading of .30 is significant for a sample size of over 350, a level of .40 increases the
importance of the loading (i.e., .05 significance level) and was, therefore, adopted for this
analysis. Three items failing to meet this criterion were removed (i.e., 25, 27, and 80). This
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evaluative process continued through the next 4 analyses until 6 additional items were deleted
(12, 14, 40, 45, 57, and 86). Because the items of the SCS were assumed to represent the nine
Spiritual Competencies, when nine components emerged, the analysis of the remaining 44 items
turned to comparing this solution to a rotated model.

Rotation: Maximum Likelihood with Promax
A priori, it was expected that factors would correlate, so the maximum likelihood
extraction included an oblique rotation (i.e., Promax). Again, the Kaiser-Guttman rule was
applied and the structure matrix was used to analyze the resulting nine factor solution. Despite
initial expectations that the loading pattern would be congruent with the nine Spiritual
Competencies, only 1 item loaded above .40 on factors 7 and 8, no items loaded on factor 9, and
the scree plot continued to identify between two and six factors. The two items that loaded on
factors 7 and 8 were removed (i.e., items 5 and 49) and, based on the maximum number of
factors indicated by the scree plot, a 6 factor solution was requested. Communalities greater than
one confounded the next several analyses, so seven items (i.e., items 1, 8, 11, 35, 36, 50, and 84)
were removed to correct for both this problem and a repeatedly unacceptable determinant (i.e.,
|R| = .000). The remaining 41 items loaded onto 6 factors, but over the next several analyses, 7
additional items were removed because of low or ambiguous loadings (i.e., 15, 20, 37, 54, 87,
88, and 89). Finally, an acceptable six factor solution with the remaining 28 items emerged. All
items had a loading of .40 or higher and at least 3 items loaded on each factor.
Subsequent analyses were run to compare this solution to other methods and to assess the
potential contribution of items that had been previously removed. When the analysis was rerun
without specifying the number of factors (i.e., requesting eigenvalues greater than 1.00), the
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solution remained unchanged. A Varimax orthogonal rotation produced similar loadings, but the
factors themselves correlated highly in this analysis, confirming that that the oblique rotation was
the more appropriate solution. The pattern matrix offered a solution that was identical to the
structure matrix in regards to the way the items loaded. Finally, all of the items that had been
removed were reloaded, but none made a significant contribution to the solution.
The scree plot continued to indicate a two to six factor solution above unity (see Figure
1), so analyses were independently run by limiting extraction to a 2, 3, 4, and 5 factor model.
These solutions loaded most of the items on the first factor, items 75, 82, and 85 on the second
factor, and the remaining items did not meet the .40 criterion. Hair and colleagues (1998) say
that the Kaiser criterion is reliable with between 20-50 variables. The revised SCS fits this
recommendation (i.e., 28 items). Furthermore, the scree confirmed up to six factors and a variety
of procedures repeatedly produced six factors. Hence, the 6 factor oblique solution was the most
statistically and conceptually appropriate and was accepted for subsequent analysis.
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Figure 1. Cattell's Scree Plot

The KMO remained high (i.e., .89) for the six factor solution and the item MSA‟s were
above .80. The individual item correlations ranged from .06 to .63. The determinant of the matrix
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was above the .0001 cut off (i.e., |R| = 8.28E-05) and Bartlett‟s Test of Sphericity was significant
(2 =3842.848, df = 378, p = .000), as was the Goodness of Fit analysis (2 = 407.976, df = 225,
p = .000). All of the correlations between items were significant (i.e., p = .000), with the
exception of item 74 and three of the treatment items. As would be expected, these items did not
load together on the same factor. The correlation matrix for the national sample is reproduced in
Table 19 in Appendix M.
The six factor solution accounted for 54% (i.e., 54.423) of the variance in SCS scores.
Hair and colleagues (1998) asserted that a solution that accounts for less than 60% of the total
variance is not uncommon in the social sciences and is satisfactory. Factor 1 explained 27% of
the variance. The remaining 5 factors accounted for between 3.6% and 6.5% of the variance in
scores. A summary of the factor eigenvalues and variances explained are in Table 5 below.

Table 5. Eigenvalues and Variance Explained by 6 Factor Solution
Factor
1
2
3
4
5
6

Eigenvalues
7.636
1.831
1.724
1.539
1.362
1.146

% of Variance Explained
27.272
6.539
5.497
4.864
4.093
3.653

Cumulative %
27.272
33.811
39.968
45.465
50.330
54.523

The communalities ranged from .187 to .631; seventeen were above .40. While low
communalities can contribute to the overdetermination of factors, MacCallum and others (2001)
state that a large sample size minimizes these effects. Moreover, Hair and colleagues (1998)
contend that statistical procedures, while informative for item retention, are secondary to the
theoretical contribution of an item to the research. Therefore, despite the presence of low
communalities in the data, all of the items were deemed theoretically significant and were
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retained. The item means ranged from 3.17 to 5.23, with standard deviations from .87 to 1.49.
Six items loaded on Factor 1, five on Factor 2, four on Factor 3, three on Factor 4, seven on
Factor 5, and three on Factor 6. The structure matrix with factor loadings, communalities, mean,
and standard deviation for each item is shown in Table 6 below.

Table 6. Revised SCS: Factor Loadings, Communalities, Mean, and Standard Deviations
Items
(n = 499)

F1

F2

F3

h2*

M

sd

.486

3.17

1.49

.434

4.50

1.35

.538

.332

3.98

1.47

.531

.325

3.42

1.30

.514

.321

4.48

1.12

.458

.250

4.11

1.24

.712

.530

5.13

1.07

.673

.466

4.78

1.05

.629

.409

5.42

.87

.534

.312

4.70

1.09

.520

.351

4.54

1.31

.788

.631

4.13

1.33

.699

.497

4.45

1.43

.
67. Sacred scripture readings are
674
appropriate homework assignments.
77. Prayer is a therapeutic intervention. .643
26. Lack of spirituality can cause a
sense of helplessness.
64. Including religious figures in
guided imagery is an appropriate
counseling technique.
62. A client who expresses
hopelessness can be out of touch
with his or her spirituality.
24. A spiritual emergency can be a
good sign.
16. A client‟s worldview is affected by
religious beliefs.
73. Coping strategies are influenced by
religious beliefs.
58. Spiritual/religious beliefs impact a
client‟s worldview.
39. Cultural practices are influenced by
spirituality.
10. If the spiritual domain is not
addressed, counselors overlook
significant information.
43. If counselors do not explore their
own spiritual beliefs, they risk
damaging the therapeutic alliance.
41. Counselors are called by the
profession to examine their own
spiritual/religious beliefs.
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F4

F5

F6

Items
(n = 499)
13. Counselors who have not examined
their spiritual/religious values risk
imposing those values on their
clients.
44. Spiritual/religious self-exploration
is one avenue toward professional
and personal wellness.
75. Religious beliefs should be
assessed at intake.
82. Inquiry into spiritual/religious
beliefs is part of the intake process.
85. It is essential to determine a client‟s
spiritual functioning during an
intake assessment.
55. Clients‟ use of spiritual language is
something for a counselor to be
aware of.
29. Addressing a client‟s spiritual or
religious beliefs can help with
therapeutic goal attainment.
21. A counselor‟s task is to be in tune
to spiritual/religious expressions in
client communication.
81. Many clients use spiritually-related
language to express their problems.
28. Spiritual/religious terms are infused
in clients‟ disclosures.
51. Counselors are obliged to remain
open to spiritual references by the
client.
56. Spiritual preoccupation can be a
clinical focus.
79. There is a relationship between
human development and spiritual
development.
61. Understanding human development
helps a counselor work with
spiritual material.
74. It is essential to know models of
human development before
working with a client‟s
spiritual/religious beliefs.

F1

F2

F3

h2*

M

sd

.650

.461

4.69

1.41

.639

.478

5.16

.99

.803

.662

4.03

1.33

.786

.622

3.91

1.23

.784

.625

3.66

1.26

.636

.423

5.14

.89

.625

.464

4.83

.98

.559

.344

4.09

1.23

.520

.326

4.64

1.06

.489

.270

4.20

1.09

.422

.187

5.23

1.00

.416

.222

4.66

1.08

.775

.664

4.66

1.12

.685

.500

4.72

1.14

.639

.466

4.28

1.14

* h2 = communality estimate

165

F4

F5

F6

All of the items were statistically and conceptually related to their respective factor. The
six items of Factor 1 loaded from .458 to .674. These items are best described as “Diagnosis and
Treatment.” These items are concerned with identifying spiritually-related clinical issues and
including a client‟s beliefs and practices in treatment. The loading of the five items of Factor 2
ranged from .520 to .712 and describe “Cultural and Worldview.” These items highlight the
relationship between spirituality and cultural factors. The coefficients of the four items that
loaded on Factor 3 ranged from .639 to .788 and describe “Counselor Self-Awareness.” These
items address the importance of counselors to examine and be aware of their own beliefs systems
before addressing those of their clients. Factor 4 had four items with coefficients ranging from
.784 to .803 and described “Assessment.” The primary construct is inquiry into beliefs systems
during the intake process. The seven items that loaded on Factor 5 are related to
“Communication.” This dimension is concerned with an awareness of the spiritual nuances that
emerge through conversation and the importance of addressing these beliefs with clients. Their
loading values were from .416 to .636. Finally, three items loaded between .639 and .775 on
Factor 6 and were interpreted as “Human and Spiritual Development.” The importance of the
relationship between these aspects of development is underscored in this factor.
Correlations between the subscales ranged from .282 to .650, suggesting that they are
significantly related. The Diagnosis and Treatment, Culture and Worldview, Counselor SelfAwareness, and Human and Spiritual Development subscales correlated highly (> .50) with each
other. The Communication subscale also correlated above .50 with these three, as well as with
the Human and Spiritual Development subscale. The Assessment subscale had the lowest
relationships with all of the others (< .40). It also produced the lowest correlation in the matrix
with the Human Development subscale (.282). The range of possible scores for each of the
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factors (on a scale of 1-6 points per item) are as follows: Factor 1: 6 to 36; Factor 2: 5 to 30;
Factor 3: 4 to 24; Factor 4: 3-18; Factor 5: 7 to 42; and Factor 6: 3 to 18. The observed means,
standard deviation, and factor intercorrelations are presented in Table 7 below.

Table 7. Subscale Means, Standard Deviations, and Factor Intercorrelations
Factors/Subscale

Mean

sd

Factor
1

Factor
2

Factor
3

Factor
4

Factor 1: Diagnosis and Treatment

23.23

5.40

Factor 2: Culture and Worldview

29.21

4.75

.540

Factor 3: Counselor Self-Awareness

18.34

4.075

.508

.547

Factor 4: Assessment

11.44

3.42

.309

.314

.367

Factor 5: Communication

31.16

4.624

.528

.650

.558

.429

Factor 6: Human and Spiritual
Development

13.29

2.969

.384

.486

.418

.282

Factor
5

.507

Extraction Method: Maximum Likelihood
Rotation Method: Promax with Kaiser Normalization

The third hypothesis stated that nine uncorrelated factors would emerge. Factor analysis
of the SCS produced a six factor solution, rather than the hypothesized nine factor solution that
was expected to directly correspond to each of the nine Spiritual Competencies. Moreover, the
factors themselves were meaningfully related and did not emerge as independent constructs as
the hypothesis proposed. So, although the analysis did yield a statistically and theoretically
sound factor structure, the third hypothesis was not specifically met and was, therefore, rejected.
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Internal Consistency

Hypothesis Four. The internal consistency reliability of the revised instrument
and of each individual factor will meet or exceed Cronbach‟s alpha of .70.

Cronbach‟s alpha for the revised 28-item instrument was .896 for all participants (n =
499), which far exceeded the .70 criterion. The alpha coefficient for the revised instrument for
students from religiously-based schools was .792 and for the secular students was .882. Alpha
for the individual subscales also exceeded the .70 criterion and ranged from .720 to .828. An
item analysis confirmed that each of the 28 items correlated (i.e., above .30) with the total SCS
score and the removal of any of the items would decrease, rather than increase, the total score
alpha value. Coefficients ranged from .318 to .599.
Item analyses were also conducted for each of the six subscales. The .30 criterion was
again met for all of the item-subscale pairings. The coefficient ranges are as follows: Subscale 1:
.397 to .475; Subscale 2: .420 to .565; Subscale 3: .507 to .650; Subscale: .679 to .699; Subscale
5: .332 to .506; and Subscale 6: .522 to .575. Again, the removal of items had no influence on
increases in alpha for any of the scales. (See Table 8. below) Based on these data, the fourth
hypothesis was accepted.
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Table 8. Cronbach's Alpha and Corrected Item-to-Total Correlations for Revised SCS

Original
Competency
Assignment
(C#)

Cronbach’s Corrected Corrected Cronbach’s
Alpha
Item-Total Item-Total
Alpha if
r
r
Item deleted
(Total)
(Subscale) (Subscale)

Items

Total Revised Spiritual Competency Scale

.896

Subscale 1: Diagnosis and Treatment

.726

C9

67. Sacred scripture readings are appropriate homework
assignments.

.397

.526

.667

C9

77. Prayer is a therapeutic intervention.

.432

.500

.675

C8

26. Lack of spirituality can cause a sense of helplessness.

.458

.480

.682

C9

64. Including religious figures in guided imagery is an
appropriate counseling technique.

.378

.398

.705

C5

62. A client who expresses hopelessness can be out of
touch with his or her spirituality.

.475

.466

.688

C8

24. A spiritual emergency can be a good sign.

.416

.394

.706

Subscale 2: Culture and Worldview

.729

C2

16. A client‟s worldview is affected by religious beliefs.

.480

.565

.654

C8

73. Coping strategies are influenced by religious beliefs.

.539

.530

.668

C2

58. Spiritual/religious beliefs impact a client‟s worldview.

.488

.521

.679

C2

39. Cultural practices are influenced by spirituality.

.444

.462

.693

C10

10. If the spiritual domain is not addressed, counselors
overlook significant information.

.529

.420

.723

Subscale 3: Counselor Self-Knowledge

.763

C3

43. If counselors do not explore their own spiritual beliefs,
they risk damaging the therapeutic alliance.

.527

.650

.658

C3

41. Counselors are called by the profession to examine
their own spiritual/religious beliefs.

.458

.599

.688

C3

13. Counselors who have not examined their
spiritual/religious values risk imposing those values on
their clients.

.487

.524

.731

C3

44. Spiritual/religious self-exploration is one avenue
toward professional and personal wellness.

.599

.507

.742
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Original
Competency
Assignment
(C#)

Items

Cronbach’s Corrected Corrected Cronbach’s
Alpha
Item-Total Item-Total
Alpha if
r
r
Item deleted
(Total)
(Subscale) (Subscale)

Subscale 4: Assessment

.828

C7

75. Religious beliefs should be assessed at intake.

.490

.680

.769

C7

82. Inquiry into spiritual/religious beliefs is part of the
intake process.

.450

.699

.750

C7

85. It is essential to determine a client‟s spiritual
functioning during an intake assessment.

.427

.679

.768

Subscale 5: Communication

.720

C5

55. Clients‟ use of spiritual language is something for a
counselor to be aware of.

.450

.499

.675

C9

29. Addressing a client‟s spiritual or religious beliefs can
help with therapeutic goal attainment.

.457

.506

.670

C5

21. A counselor‟s task is to be in tune to spiritual/religious
expressions in client communication.

.476

.432

.689

C5

81. Many clients use spiritually-related language to
express their problems.

.477

.473

.677

C5

28. Spiritual/religious terms are infused in clients‟
disclosures.

.449

.443

.685

C5

51. Counselors are obliged to remain open to spiritual
references by the client.

.318

.332

.710

C8

56. Spiritual preoccupation can be a clinical focus.

.363

.356

.706

Subscale 6: Human and Spiritual Development

.723

C4

79. There is a relationship between human development and
spiritual development.

.507

.536

.645

C4

61. Understanding human development helps a counselor
work with spiritual material.

.490

.575

.597

C4

74. It is essential to know models of human development
before working with a client‟s spiritual/religious beliefs.

.356

.522

.662
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Contrasted Groups: SCS Scores for Religious and Secular Programs

Hypothesis Five: Students who are enrolled in counseling programs in religiouslybased schools and pastoral counseling programs will score significantly higher (p
< .05) on the SCS than students who are enrolled in counseling programs in
secular schools.

The range of scores, means and standard deviations of the two groups of students (i.e.,
from secular and religiously-based schools) for the initial instrument are presented below with
the statistics for the revised version of the SCS (see Table 9 below). The students from the
religiously based schools had a higher value of both the low and the high scores (257 to 495) on
the initial instrument than did the secular students (235 to 488). The mean total score for the
students from the religiously-based schools (M = 398.42) also exceeded that of the secular group
(M = 388.59), although the standard deviation was slightly higher (i.e., 42.097 versus 42.150).
Similar to the initial instrument, the revised instrument scores for the students from religiouslybased schools remained higher on the high end of the range (i.e., 166) than the secular students‟
highest score (i.e., 165). Their means were also higher (M = 126.5 versus M = 121.2), but their
lowest scores (i.e., 54) were lower than those of the secular group (i.e., 64). The standard
deviation for both groups remained substantial (i.e., over 17 points), suggesting a significant
amount of variation in the scores within each group. It is interesting to note that that at least one
of the students from the religiously-based schools produced a near perfect score (i.e., -2) and at
least one secular student missed this goal by only 3 points. The question, then, was whether the
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scores of students from religiously-based schools were statistically different than those of their
secular counterparts.

Table 9. SCS Total Score Ranges, Means, and Standard Deviations by School Type
Instrument Version

Sample Type

Initial 90-item SCS

Possible Scores
Total Group
Religious
Secular
Possible Scores
Total Group
Religious
Secular

Revised 28-item SCS

N

499
224
275
499
224
275

Range of
Scores
90 – 540
235 – 495
257- 495
235-488
29 – 168
54 – 166
54 – 166
64 – 165

Mean

sd

393.0
398.4
388.6

42.4
42.2
42.1

123.6
126.5
121.2

17.5
17.7
17.0

An independent samples t-test was conducted to determine if the mean scores of these
two schools differed. Specifically, it was hypothesized that the mean score of the students from
religiously-based schools would be significantly higher than the mean scores of the secular
students. The students from religiously-based schools scored significantly higher than their
secular counterparts (i.e., t 497 = 3.390, p < .01). The effect size was in the “medium” range (d =
.31). This finding confirmed that the SCS is capable of discriminating between groups that would
be expected to score differently on this measure. Thus, the fifth hypothesis was accepted.
As a further analysis, the individual subscale scores were examined for differences
between the groups. The mean scores for the two groups in the third (Counselor SelfAwareness), fourth (Assessment), and sixth (Human and Spiritual Development) subscales were
not significantly different (p > .05). The greatest difference was found in Diagnosis and
Treatment (t497 = 5.493, p < .01), with a relatively large effect (d = .49), followed by Culture and
Worldview (t 497 = 2.665, p < .01, d = .24), and, finally, Communication (t 497 = 2.157, p < .05, d
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= .19). On each count, the students from the religiously-based schools scored higher. The ranges,
means, and standard deviations by group are shown in Table 10 below.

Table 10. Subscale Score Ranges, Means, and Standard Deviations by School Type
Sample

Subscale /
Factor #

Observed Range
of Scores*

Mean

sd

Total Group (n = 499)

1
2
3
4
5
6

6 – 36
11 – 30
4 – 24
3 – 18
15 – 42
3 – 18

23.2
29.2
18.3
11.4
32.2
13.5

5.4
4.8
4.1
3.4
4.6
3.0

Religiously-based schools

1
2
3
4
5
6

9 – 36
11 – 30
4 – 24
3 – 18
15 – 42
3 – 18

24.7
29.8
18.5
11.7
33.1
13.6

5.1
5.0
3.8
3.4
4.8
3.0

Secular schools

1
2
3
4
5
6

5 – 36
16 – 36
4 – 24
3 – 18
18 – 42
3 – 18

22.1
28.7
18.2
11.2
32.2
13.4

5.3
4.5
4.3
3.4
4.4
3.0

* Possible range of scores: Subscale 1: 6 – 36; Subscale 2: 5 – 30; Subscale 3: 4 – 24; Subscale
4: 3 – 18; Subscale 5: 7 – 42; Subscale 6: 3 – 18
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Exploratory Analysis

Discriminant Validity: MCSDS and SCS Scores
Although the pilot study yielded non-significant correlations between brief MarloweCrowne Social Desirability Scale (MCSDS) and SCS scores, it was decided to examine the
national group data to confirm this finding. The Spearman rho correlation between MCSDS
scores and the total sample SCS scores, the SCS scores of students from religiously-based
schools, and the SCS scores of the secular students were all non-significant. Interestingly, there
was a negative correlation for all three groups: Total: r = -.062, p > .05; Religiously-based: r =
-.048, p > .05; Secular: r = -.081, p > .05. Although SCS scores tended to increase as MCSDS
scores went down, this finding was not significant. This evidence supports the absence of
socially desirable response bias in SCS responses. It also provides further support for the
discriminant validity of the Spiritual Competency Scale because there was no relationship
between the scores of these two theoretically dissimilar constructs.

The Influence of Demographic Variables on SCS Scores
A variety of demographic variables were examined to see if the SCS scores of the initial
instrument differed according to specific variables. In particular, questions included whether
there was a difference in SCS scores based on (a) the participants‟ age: (b) gender; (c) time in
program; (d) personal level of religiousness; (e) feeling of preparedness by the program to
include spiritual or religious issues in counseling; (f) when training was part of a class compared
to a specific course in spiritual and religious material in counseling; (g) familiarity with
ASERVIC‟s Spiritual Competencies; (h) level of comfort in addressing spiritual or religious
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material in counseling at the current level of training; and (i) whether students attending
CACREP accredited schools fared better on the SCS than those in non-accredited institutions.
There were no significant differences in SCS scores based on age, gender, credit hours
accrued in the program, whether training was in a specific course or part of another class, or
whether the program was CACREP accredited. Although not significant, those over 50 years of
age and those who had taken a specific spirituality and religion in counseling course did have
mean scores that exceeded the mean of the entire sample based on age (i.e., 50-59 years of age:
M = 402.6 and 60 and over: M = 406 versus the sample mean of 383; had taken a course M =
409 versus part of another course M = 397). However, the standard deviation for the oldest group
was quite high (48.8).
A one-way analysis of variance used to evaluate the differences in the full scale SCS
scores based on levels of religiousness (Liberal, Conservative, Fundamental, Evangelical,
Spiritual but not religious, and Neither spiritual nor religious) was significant (F 5, 474= 8.857, p <
.01), although level of religiousness accounted for only 8% of the variance in scores (.
Those proclaiming to be Fundamental scored above the mean (M = 402.1, sd = 40.5), although
not significantly. The group proclaiming to be Evangelical had both the highest mean score and
the lowest standard deviation of all of the other levels of religiousness and all of the other
demographic groups included in the post hoc analysis (M = 412.3, sd = 30.8). Conversely,
participants who said that they were neither spiritual nor religious had significantly lower scores
and the highest standard deviations compared to all levels of religiousness and all of the other
demographic variables that were examined (M = 347.9, sd = 64.0). This finding supports the
notion that people who are religiously or spiritually-oriented score higher on the SCS than those
who are not.
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There was also a significant difference in mean scores between those who felt their
program had prepared them to include spiritual and religious issues in counseling (M = 401, sd =
40.5) and those who did not (M = 386.7, sd = 43.2) (t476 = 3.745, p < .01; medium effect: d =
.34). Significantly higher mean scores were also produced by those who stated that they would
feel comfortable at this point in their education to address spiritual and religious material in
counseling (M = 400, sd = 41.2) compared to those who said they would not feel comfortable
(M = 382, sd = 39.8) (t458 = 4.362, p < .01). The effect was substantial (d = .44). The former
group‟s mean score was also above the total sample mean (i.e., 39). Finally, participants who
were familiar with the ASERVIC Spiritual Competencies had the second to highest mean score
and the second to lowest standard deviation (M = 411.3, sd = 35.1). These scores were
significantly higher than the mean scores of those who were not aware of these guidelines (M =
392.2, sd = 42.6; t 484 = 2.20, p < .05). Again, the effect of d = .45 was substantial. Table 11
below further breaks down these figures.

Table 11. National: Differences in Initial SCS Total Scores by Demographic Variable

Demographic

n

Mean
SCS Score

sd

20-29
30-39
40-49
50-59
60 or older

309
91
59
33
3

391.2
394.5
393.9
402.6
406.0

41.4
45.7
42.3
42.0
48.8

Male
Female

94
402

396.9
392.0

46.8
41.3

Age

Significance

F 4, 490= .657, p >.05, ns

Gender

t 494= .941, p >.05, ns
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Demographic

n

Mean
SCS Score

sd

168
32
295

388.0
382.2
396.9

42.0
41.9
42.3

Credit hours accrued in program

Significance

F 3, 495= 2.522, p > .05, ns

0-6
9-12
Over 12
How would you describe your current
level of religiousness?
Conservative
Liberal
Fundamental
Evangelical
Spiritual but not religious
Neither spiritual nor religious
Do you feel prepared by your program
to include spiritual or religious issues
in counseling
Yes
No

F 5, 474= 8.857, p < .01*
102
125
13
51
166
23

389.7
390.7
402.1
412.3
398.19
347.9

41.4
38.7
40.5
30.8
39.9
64.0
t 476= 3.745, p <.01*

232
246

401.0
386.7

40.5
43.2

If you feel prepared, was your training
a component of another class or a
class specific to these issues?
Component
Specific Class

t 195= 1.858, p > .05

117
80

397.2
408.9

42.3
37.9

Are you familiar with ASERVIC
Spiritual Competencies?

t 484= 2.20, p < .05**
Yes

25

411.3

35.1

No

461

392.2

42.6

At this time, would you be
comfortable addressing
spiritual/religious material in
counseling?

t 458= 4.362, p < .01*

Yes
No

319
141

400.0
382.0

41.2
39.8

Yes
No

409
32

393.3
397.0

42.3
46.5

CACREP Programs

t 439= .478, p > .05, ns

* Significant at p < .01
** Significant at p < .05
ns = not significant
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Summary

This chapter described the development the Spiritual Competency Scale. Content validity
was established by a knowledgeable panel who sorted the items into their respective
competencies. A high consensus of item-competency assigned determined the retention of items.
A group of students assisted with confirming the face validity of the instrument. The initial
instrument was then administered to a group of 100 counselor education students. The first and
second hypotheses were accepted with the establishment of temporal reliability and internal
consistency for the initial instrument and the rule out of any influence of socially desirable
response sets on the SCS scores. Item analyses identified potentially problematic items, but the
sample size was too small for further factorial analysis.
The initial instrument was again administered to 602 counselor education students from
25 schools, including 12 secular schools, 10 religiously-based schools, and 3 schools with
pastoral counseling programs. A total of 499 instruments were deemed acceptable for analysis.
Maximum likelihood procedures yielded a 6 factor oblique solution containing 28 items.
Consequently, the second hypothesis that proposed nine unrelated factors was rejected.
The items that loaded on the six factors were statistically and conceptually related. The
resultant subscales include “Diagnosis and Treatment,” Culture and Worldview,” “Counselor
Self-Awareness,” “Assessment,” “Communication,” and “Human and Spiritual Development.”
The revised total scale and each of the subscales demonstrated high internal consistency,
confirming the fourth hypothesis. The fifth and final hypothesis was accepted, as the instrument
demonstrated the ability to discriminate between groups. Students from religiously-based
counselor education program scored higher than their counterparts who are enrolled in secular
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schools. The lack of a statistically significant relationship between the SCS scores in the national
sample and a measure of socially desirable responding, coupled with the non-significant pilot
results for these measures provided support for the discriminant validity of the instrument.
Post hoc analyses of the data revealed significantly higher mean scores based on select
demographic variables. For example, students who described their level of religiousness as
“Neither spiritual nor religious” scored significantly lower on the SCS than students indentifying
with any of the other levels of religiousness. Students who felt that their programs had prepared
them to include spiritual and religious issues in counseling and those who felt comfortable to
include these issues in counseling had higher mean scores than students who did not. Finally,
students who were familiar with the ASERVIC Spiritual Competencies produced significantly
higher mean scores than students who were not aware of these guidelines. The results of this
analysis will be further discussed in Chapter 5, along with the study‟s limitations, and
recommendation for future research.
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CHAPTER 5: DISCUSSION AND CONCLUSIONS

Understanding a client‟s spirituality and religion is now recognized as vital to the
counseling process. In addition, counselors, counselor educators, professional counseling
organizations, and counseling program accreditation boards (ACA, 2005; CACREP, 2001; J. S.
Young et al., 2002; J. S. Young et al., 2007) have agreed that the counselor should be aware of
his or her own religious/spiritual stance. However, competency is required before professionals
can ethically include spirituality and religion in counseling (ACA, 2005). ASERVIC‟s Spiritual
Competencies were designed to promote spiritual competency by describing the qualities of a
spiritually competent counselor. Pedagogical strategies for including spiritual and religious
issues in counseling are in the initial stages of development and are being guided by these
Competencies.
This study demonstrated that Spiritual Competency Scale (SCS), which parallels the
Spiritual Competencies, provides some empirical evidence to inform the development of a
curriculum by highlighting areas for which remediation is advised. Satisfactory achievement of
the material contained in each of the Competencies could help in ascertaining if students exit
their programs as spiritually competent professionals. Once a curriculum is implemented, the
SCS will be helpful in determining a student‟s level of competency by measuring learning
outcomes. It could also be instrumental in identifying adjustments that can be made to the
curriculum as it develops. Finally, the future utility of the SCS may be in its ability to identify
spiritual competency in professionals who wish to be credentialed.
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This chapter begins with a discussion of the results of this study, including the factorial
structure of the SCS, its psychometric properties, and the influence of demographic variables on
SCS scores. It continues with a discussion of the application of the findings in counselor
education. Finally, the limitations of the study are delineated and the chapter concludes with
recommendations for future research.

Instrument Development

The items of the Spiritual Competency Scale (SCS) were drawn from the literature. In
particular, each chapter of Cashwell and Young‟s (2005) Integrating Spirituality and Religion in
Counseling was instrumental in this process. An informed panel assisted with a sorting task,
which involved the assignment of each item to the Competency that best represented the item.
Ninety items (i.e., 10 per Competency) with the highest rate of item-competency agreement
formed the initial SCS.

Hypotheses 1 & 2. Pilot study: Psychometric properties of the SCS
The first two hypotheses stated that the SCS would demonstrate reliability and that the
scores would be free of the restrictions typically associated with a socially desirable response
bias. The pilot included 100 master‟s level counselor education students from a southeastern
secular university. The initial SCS demonstrated temporal reliability through two administrations
that were two weeks apart. Split-half and Cronbach‟s alpha coefficients indicated that the
instrument was internally consistent and a correlational analysis confirmed that responses to the
items of the SCS were free from socially desirable response biases. Thus, the first two
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hypotheses were accepted. The pilot sample was not large enough to produce meaningful
factorial data. However, this group‟s results were instrumental in identifying items for retention
for the subsequent factor analysis of data that was collected from the national sample.

Hypothesis 3. National sample: Factor analysis.
Twenty-five schools from 17 states returned 602 questionnaires; 499 of these were
appropriate for analysis. The third hypothesis stated that nine independent factors that were
conceptually representative of each of the nine ASERVIC Spiritual Competencies would emerge.
This hypothesis was rejected on two counts. First, six rather than nine factors were extracted.
The final 6 factor solution contained 28 items that were retained through item analysis and
maximum likelihood factorial procedures. Second, the results failed to support the hypothesized
independence of the factors. A Promax rotation confirmed that many of the correlations between
the factors exceeded the .50 criterion. This was not completely unexpected because of the
interdependent nature of the various facets of spiritual competency. The resultant subscales
represent the following constructs: Diagnosis and Treatment (i.e., identifying spiritually related
problems and using spiritually-related techniques), Culture and Worldview (i.e., the role of
spirituality in relation to these constructs), Counselor Self-Awareness (i.e., a counselor‟s selfknowledge of his or her own spirituality and related biases), Assessment (i.e., including inquiry
into spiritual and religious material in the intake interview), Communication (i.e., the relevance
of communicating about spiritual and religious material), and Human and Spiritual Development
(i.e., the intimate relationship between these constructs).
The conceptual relationship between many of the items and the factor onto which they
loaded was immediately clear and three of the six subscales directly paralleled three of the
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ASERVIC Spiritual Competencies. For example, all of the items that factored onto the
Counselor Self-Awareness subscale were assigned in the sorting task to competency 3 (“the
counselor engages in self-exploration”). All of those in the Assessment subscale were previously
categorized as competency 7 items (the counselor “can assess the relevance of the religious
and/or spiritual domains in the client‟s therapeutic issues”) and the Human and Spiritual
Development subscale exclusively contained items that had been assigned to competency 4 (the
counselor can “explain various models of religious or spiritual development”).
On the other hand, the three other subscales contained items that had been assigned in the
sorting task to three or more of the Competencies (i.e., 2, 5, 7, 8, or 9). For example, the
Diagnosis and Treatment subscale contained one item from competency 5, two items from
competency 8, and three items from competency 9. The Culture and Worldview subscale
contained three items assigned to competency 2, one item from competency 7, and one item from
competency 8. Finally, there were four competency 5 items in the Communication subscale, but
also items from competencies 8 and 9. Interestingly, these same competencies posed problems
for the sorters. That is, items that were initially intended for one of these competencies were
often sorted into one of the others.
This “bleed-over” phenomenon is not uncommon for the Competencies. In fact, it was a
concern during the writing of Cashwell and Young‟s (2005) book, Integrating Spirituality and
Religion in Counseling. For example, competencies 8 and 9 were eventually combined into one
chapter because the authors found it difficult to separate the concepts (C. S. Cashwell, personal
communication, September 19, 2007). Moreover, a substantial amount of material was repeated
from one chapter to the next. These issues underscore the interdependence of the constructs that
form spiritual competency. The following sections provide a rational for the seemingly
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mismatched items of the revised SCS in terms of the competency (C#) to which they were
originally assigned and their relationship to the subscale into which they eventually factored.
Subscale 1: Diagnosis and Treatment (Items 62, 24, 26, 62, 67, and 77). Item 62 was
originally sorted into competency 5 (“the. . .counselor can demonstrate sensitivity and
acceptance of a variety of religious and/or spiritual expressions in client communication”). This
item states that a client‟s expressions of hopelessness can be related to being out of touch with
spirituality. On one hand, the term “expressions” may have influenced the sorting of this item
into competency 5. On the other, this item is related to diagnosis because it calls the counselor‟s
attention to a possible cause of a client‟s feelings of helplessness (i.e., spirituality).
Items 24 and 26 were initially sorted into competency 8 (“the. . .counselor is sensitive to
and receptive of religious and/or spiritual themes”). This competency is related to diagnosis
because maladaptive spiritual themes should be considered in case conceptualization and themes
that are helpful should be assessed for their potential contribution to the resolution of presenting
concerns. Items 24 and 26 refer to two types of spiritual themes (i.e., a spiritual emergency and a
sense of helplessness that is fueled by a spiritual deficit). Their relationship to the Diagnosis and
Treatment subscale is in their diagnostic quality. The failure of diagnostic methods to identify
these types of themes may result in treatment that focuses on peripheral concerns that can fall
short of therapeutic goals.
Finally, competency 9 states that the counselor “uses a client‟s religious and/or spiritual
beliefs in the pursuit of the clients‟ therapeutic goals.” This guideline is related to treatment. For
example, traditional therapies that include elements of a client‟s belief system and spiritual or
religious beliefs and practices that are included as therapeutic techniques in counseling can
facilitate therapeutic goal attainment (D‟Souza & Rodrigo, 2004; Propst et al., 1992; Razali et
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al., 1998; Razali et al., 2002). Therefore, items 64 (religiously-oriented guided imagery), 67
(sacred scripture readings), and 77 (prayer) seem to be clear representatives of their assigned
competency (C9) and of the Diagnosis and Treatment subscale into which they were factored.
Subscale 2: Culture and Worldview (Items 10, 16, 39, 58, and 73). The connection
between this subscale and competency 2 seems clear. Competency 2 states that a counselor can
“describe religious and spiritual beliefs and practices in a cultural context.” Indeed, items 16, 39,
and 58, which specifically refer to culture and worldview, were assigned to Competency 2 and
also factored into this subscale. Less clear is the inclusion of item 10, which was originally
assigned to competency 7, and item 73, which was sorted into competency 8.
Recall from previous paragraphs that competency 7 states that the counselor should be
able to assess the relevance of spiritual domains in therapeutic issues, while competency 8 calls
for sensitivity to and receptiveness of spiritual themes. There are three points to be made here.
The first involves the similarities between these two competencies. The terms “spiritual domain”
and “spiritual theme” have essentially the same meaning: they refer to topics, interests, concerns,
or experiences that are related to spirituality (American Heritage College Dictionary, 1997).
Ideally, a “sensitive and receptive” counselor would recognize that a spiritual theme is in
operation (C8) and would follow-up by then assessing its relevance to presenting problems (C7).
The second point involves the connection between items 10 and 73 and these
competencies. Item 10 warns that significant information can be overlooked if spirituality is not
addressed; item 73 states that “coping strategies are influenced by religious beliefs.” A counselor
who does not address spirituality is obviously not sensitive to its influence [C8] and will not
recognize its relevance to presenting concerns [C7], including its influence in the coping process.
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Therefore, each of these items fit in the competencies to which they were assigned and are also
indirectly related to each other.
The connection between these items and the Culture and Worldview subscale is based on
the fundamental relationship between spirituality, culture, and worldview – all are core features
that inform identity and functioning (Olive, 2004; Passalacqua & Cervantes, 2008). The
counseling profession has well established that significant information would be missed if
cultural influences and worldview are not considered during case conceptualization and
treatment decisions (Passalacqua & Cervantes, 2008). Yet, conclusions that are based on cultural
or worldview, but that have not also considered the role of spirituality are judged to be
incomplete, according to this competency. Coping strategies are one example of functioning that
is driven by culture, worldview, and spirituality (Clauss-Ehlers, 2008; Krok, 2008). Without an
openness to and understanding of the relevance of these variables, a counselor‟s ability to
facilitate coping is limited. From this perspective, these items appear to be closely related to the
Culture and Worldview subscale.
Subscale 5: Communication (Items 21, 28, 29, 51, 55, 56, and 81). The Communication
subscale is directly related to competency 5, which refers to a counselor‟s awareness of religious
and/or spiritual expressions in communication. Items 21, 28, 51, 55, and 81, which refer to the
counselor‟s openness to spiritual and religious beliefs in client communication, were
understandably sorted into competency 5. They also factored into the Communication subscale.
More ambiguous was the factoring of item 56 (C8) and item 29 (C9) to this subscale because of
their assignment to different competencies that do not initially appear to be related to
communication. As the underlying meanings of these items are examined, however, the
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relationship between communication, their placement into this subscale, and their assigned
competencies becomes clear. The following paragraphs illustrate this connection.
Competency 8, as previously noted, refers to sensitivity and receptiveness to spiritual
themes and competency 9 refers to using belief systems to satisfy goals (i.e., treatment).
Receptiveness to spiritual themes is naturally a prerequisite to treatment. The relationship of
items 56 and 29 to these competencies is evident: item 56 (“Spiritual preoccupation can be a
clinical focus”) is connected to a spiritually-related theme to which the counselor should be open
[C8] and item 29 (“Addressing a client‟s spiritual and religious beliefs can help with therapeutic
goal attainment”) directly points to the inclusion of those beliefs in treatment [C9].
The items that are noted above as a clear fit into this subscale (21, 28, 51, 55, and 81)
refer to a counselor‟s awareness of client-to-counselor communication. Conversely, items 29 and
56 also contain elements of counselor-initiated communication. For example, the spiritual
preoccupation referenced in item 56 may be in the form of obsessive verbal expressions by the
client about spiritual material (client-to-counselor). But it can also manifest as spiritually-related
thoughts and behaviors that the client has yet to recognize as obsessive and maladaptive
(Mahzar, 2000). In this case, the counselor initiates discussion by confronting the client to bring
the preoccupation into awareness. Item 29 also implies counselor-client communication, because
it involves the counselor‟s encouragement of clients to discuss their beliefs by addressing them.
Summary. The last few sections discussed the loadings of some of the items of the SCS
and the difficulties in conceptually assigning them to their subscales. Half of the subscales
contained items that represented a variety of competencies, which added to the initial confusion
of the factor results. Although their loadings were initially unclear, examining the intended
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purpose of these items brings to light their association with the subscale and clarifies the patterns
of loadings.

Hypothesis 4: National study: Internal consistency of the revised SCS.
The SCS demonstrated internal consistency on several levels. First, the 28-item revised
instrument exceeded the hypothesized criteria (> 70) by nearly 20 points (i.e., .896). Secondly,
alpha remained high for each group: .792 for the students from religiously-based schools and
.882 for the students from secular programs. Finally, the items on each of the subscales yielded
an acceptable range of .720 to .828.
The items of the Communication subscale produced the lowest alpha (.72). Throughout
this analysis, this subscale consistently yielded reliability coefficients below the cut-off (i.e., in
the .60‟s range). Nunnally (1967) states that .50 is acceptable for this type of analysis, so this
alpha level would have been acceptable. However, to remain consistent with this study‟s
protocol of reaching a coefficient value of .70, alpha was increased by assigning more items to
this subscale. This resulted in a disproportionate number of items in this subscale compared to
the others (i.e., 7). Admittedly, the conceptual fit of one of the items (i.e., item 56 – spiritual
preoccupation) was more difficult than the rest.
This item also yielded a poor communality value (.222), as did items 51 (.187;
Communication), 28 (.270; Communication), and 24 (.250; Diagnosis and Treatment). This
value describes the proportion of common variance in a variable that is explained by the factor
structure and values close to 1 are preferred (Field, 2005). However, low communalities are not
evidence for negating a solution (Darlington, n.d.). In fact, with large sample sizes, such as in the
current study, the influence of low communalities is neutralized and item retention is left to the
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researcher‟s discretion (MacCallum, Widaman, Preacher, & Hong, 2001). Ultimately, these
items were retained because of their theoretical significance to the instrument and because of
their ability to increase the internal consistency of their respective scales. The scales may have
been more parsimonious without these items, but at the expense of lower reliability coefficients.
Factor analysis is simply a tool for explaining a construct and does not overrule
conceptual or theoretical wisdom (Hair, Anderson, Tatham, & Black, 1998). The retention of
these items was based, in part, on this premise. However, their statistical performance should be
re-evaluated in subsequent analyses. Additionally, the Communication subscale, although a
theoretically relevant aspect of spiritual competency, contained the most statistical deficits
overall. If these items continue to perform poorly, they should be removed and/or replaced with
items that would better represent this construct.

Hypothesis 5: National study: Contrasted groups.
The fifth hypothesis stated that students who were enrolled in religiously-based schools
would score higher on the SCS than their secular counterparts. This hypothesis was accepted.
The significant difference between the two sets of scores favored the religiously-based group.
This finding also supports the notion that the SCS is capable of discriminating between groups
that are expected to score differently on this measure of spiritual competency.
The websites of many of the religiously-based schools involved in this study state that
these schools typically include spiritual/religious values training in their coursework. The low
percentage of these students who were aware of the Spiritual Competencies suggests that these
guidelines are not being included in these training protocols. However, the values training these
student receive may have influenced their higher spiritual competency scores. That being said,
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“higher scores” does not mean “satisfactorily competent.” Students from religiously based
schools had an average overall score of 74% on the SCS compared to the secular students‟ score
of 72%. Although these scores are far from confirming competency, they do suggest that the
former group had acquired a body of basic knowledge. Clearly, training is required for both
groups.

Post hoc analyses
The SCS scores of the students in the national administration were examined for the
presence of a socially desirable response bias. This type of analysis was not initially planned for
the national group because the lack of social desirability had been established in the pilot.
However, an assessment of the national scores was a prudent measure that may corroborate the
pilot results. This was, in fact, the case. Again, there was no relationship between the scores of
the brief version of the Marlowe-Crowne Social Desirability Scale and the SCS scores.
Therefore, students‟ responses to the SCS were apparently not affected by a desire to produce a
socially desirable answer.
The results of the social desirability assessment and the aforementioned contrasted
groups approach provided evidence of the discriminant validity of the SCS on two counts. First,
the lack of a relationship between the disparate construct of spiritual competency and social
desirability supports this notion. Secondly, the students from the religiously-based schools, who
were expected to score higher by virtue of their training compared to their secular counterpart,
actually did have better scores.
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Future considerations
Some of the items that did not factor into the final product were, nonetheless, relevant to
the definition of a spiritually competent professional. For example, none of the items that
referred to the place of religious leaders in counseling, the limitations of competence that would
lead to such a referral, the infringement of a counselor‟s values in the counseling process, and
counterintuitive symptoms of spiritual distress (e.g., one‟s relationship with a higher power)
were retained in the final product. When critical items are omitted because they failed to load
significantly, Pett et al. (2003) suggested adding a supplementary section. In this study, further
analyses of the items that did not make the final might lead to their being added to the SCS in the
form of an addendum to the factored instrument.
Other considerations for a supplementary section include items that did not factor
because of exceptionally low scores. For example, only 6.8% of the students knew that spiritual
or religious problems were a DSM diagnosis. This item also had the lowest mean score. Fiftynine percent of the students had accrued over 12 hours in their programs, so it seems reasonable
to assume that more than 7% had taken a diagnosis class by the time they participated in this
study. However, the low mean and response rate of this item suggests that this material is not
being included in that training.
In a related issue, only 39% of the students thought that understanding a client‟s beliefs
was part of diagnosis. This item clearly fits in the Assessment subscale, yet it did not factor. In
its current form, this subscale is primarily concerned with inquiry into beliefs during the intake
assessment. Even if a counselor receives a “passing” score for that subscale, none of the item
scores identify that the counselor understands “why” this is necessary (i.e., to assist with
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diagnosis or to inform treatment protocol). These examples prompt further analysis of the data
and they also confirm the necessity of a supplementary section.
While it was encouraging that this analysis produced factors that paralleled some of the
Competencies, the omission of these types of critical items are a concern. This issue may have
been minimized had the retention criteria been more lenient. For example, a factor loading of
.30, rather this study‟s .40 criteria, is appropriate when sample sizes are over 350 (Hair et al,
1998). Also, Nunnally and Bernstein (1994) contended that a 2 item loading on a factor is
acceptable for item retention, but Comrey‟s (1988) recommendations of 3 items was used in this
study. These lower retention criteria may have increased the number of factors or allowed more
items to load so that more of the Competencies and the items would have been represented in the
revised instrument.
The number of factor extractions is a further consideration. As previously noted, when
less than 6 factors were requested, a one or two factor solution repeatedly emerged. Most of the
items loaded on the first factor. Additionally, in all of the analyses, the “elbow” of the scree plot
markedly stopped at 2 factors, but the slope continued through 4 others before unity was reached,
so a definitive cut off point was ambiguous. In such cases, interpretation of the scree is subject to
the researcher‟s informed judgment and intuitive sense (Pett et al., 2003). Statistical support
guided the final conclusions, but ultimately it was the researcher‟s decision to accept the 6 factor
solution over a single scale.
Part of this decision was because the one factor model repeatedly grouped seemingly
disparate items together. Considering the omission of critical items, the practical application of
the SCS may be heightened by considering the full instrument as a one-factor solution.
Reconstructing the SCS from this perspective would require examining the individual items‟
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performance, ensuring that all aspects of the construct are included, eliminating redundant items,
and dropping those that consistently produced high scores. The resultant single solution may
afford a more parsimonious and comprehensive measure with an enhanced ability to measure
training outcomes. Additionally, as training objectives are defined, questions could be added to
address specific information, such as the tenets of a particular religion, the details of a particular
technique, or the specifics of a spiritual development model.

Summary
Factor analytical procedures produced a 6 factor, 28-item instrument that addresses
specific aspects of the Spiritual Competency Scale, including Diagnosis and Treatment, Culture
and Worldview, Counselor Self-Awareness, Assessment, Communication, and Human and
Spiritual Development. The instrument demonstrated temporal and inter-item reliability, was free
from socially desirable response biases, and was able to discriminate between groups. A
supplementary section could be added to the revised SCS to address those items that did not
factor, but that might be considered important for defining a spiritually competent counselor.
Future research considerations include examining the instrument from the perspective of a single
construct.

Research Implications and Recommendations

One of the reasons for the development of the SCS was to empirically identify areas of
the Competencies for which training is warranted. It is anticipated that this information will be
informative as a curriculum is being designed. This section begins with an examination of the
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item scores, identifies problem areas and strengths, and makes an argument, based on students‟
scores, for topics that should be included in a curriculum. Because of the omission of critical
items by the factorial procedure, this section will reference the full 90-item scale to ensure that
all aspects of spiritual competency are addressed.

The Curriculum
Competency 1. None of the 10 items that were sorted into competency 1 (differences and
similarities between spirituality and religion) loaded on the revised instrument. The average
mean score for these items was 4.75; this increases to 5.0 with the removal of item 48 (M =
3.12), which was determined to be a poorly worded item. Considering that a “correct” score was
5 or 6, the observed mean score of 5.0 indicates that students had little trouble differentiating
between the two concepts. This point is further supported by the fact that many of the students
(41%) claimed to be “spiritual but not religious.” This designation suggests that students had
considered the differences between these concepts from a personal perspective and this may have
contributed to their high scores for this competency. Students were strongest on the items that
stated that spirituality and religion mean the same thing (M = 5.43) and that it is possible to be
spiritual without being religious (M = 5.29). They also strongly acknowledged that people do not
need to be religious before they can be spiritual (M = 5.15).
The weakest scores in this category included “One can be spiritual without believing in
God” (4.30) and “Religion can restrict spirituality” (4.37). The latter item may have created
cognitive dissonance in those who feel strongly about their religion (i.e., a negative reflection on
the religion they value). Also, a large percentage of the group was Christian, so it may have been
difficult for them to conceive of spirituality without “God.” These possibilities point to the
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necessity for counselors to examination their own beliefs for biases. For example, how would a
devout Christian counselor work with a client whose higher power did not resemble the
counselor‟s concept of God? Or if the client‟s spirituality did not include God at all? It may also
be difficult for a religious counselor to work with a spiritual client who denounced religion
because of perceptions that religion facilitated dogmatic adherence to “rules,” instead of
promoting a personal spirituality. Certainly, these are issues that counselors must reconcile from
their own faith perspectives. Self-awareness is a first step in this process and counseling
programs, which promote self-examination in general, are well-suited to include spiritual and
religious aspects in this analysis. This process could begin in introductory classes and remain an
element of subsequent coursework. Also, many of these issues require tolerance for diversity and
are appropriate to address along with multicultural topics.
Competency 2. This competency involves the counselor‟s ability to describe spiritual and
religious beliefs and practices from the perspective of culture. The mean score of 4.97 for these
10 items was the highest score of all of the competencies. In fact, item 58 (“Spiritual/religious
beliefs impact a client‟s worldview”) had the highest mean score (5.42) of the entire scale.
Although the mean for the ten items is lower than 5.0 (i.e., a “correct” score), that it nears this
criterion implies that multicultural training has modestly influenced students‟ awareness of
spirituality and religion as aspects of culture.
However, this assumption raises a critical point. A premise for the development of this
instrument was that multicultural training does not include information specific to spirituality
and religion, nor do the multicultural assessments adequately address these aspects of diversity.
Yes, students were able to recognize the connections between spirituality, religion, and culture.
But while this may translate into competency from a multicultural perspective, it does not verify
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that spiritual competency has been attained. This point is reinforced by the relatively poor scores
in other areas of the SCS. Counselor training and competency assessments that are specific to
spiritual and religious issues in counseling are essential.
Competencies 3 and 4. Competency 3 (the counselor “engages in self-exploration to
increase sensitivity, understanding, and acceptance of diverse belief systems”) is combined for
the current purposes with the first part of competency 4 (the counselor “can describer her/his
religious and/or spiritual belief system”). The highest scores were for items that addressed the
need for counselors to understand themselves from a spiritual/religious perspective so they can
better understand their clients. The origin of these perspectives may also be the result of
multicultural training in which self-examination from cultural perspective is encouraged.
However, students performed poorly on items that referred to detrimental therapeutic
outcomes for not being spiritually self-aware. Students are apparently not aware of how
unexamined beliefs systems can harm a client. Grimm (1994) explains how counselors‟ values
are present in all aspects of the counseling relationship, from their theoretical orientation to the
techniques they choose, and that the pervasive nature of spiritual and religious values and beliefs
can increase the risk that they will be unintentionally introduced into counseling. A full
understanding of one‟s own beliefs raises a counselor‟s awareness of these possibilities and helps
moderate the influence of these values on clients (Hagedorn, 2005).
In this study, many of the students reported that they had engaged in this type of selfexploration, but incongruence between this response and some of their other responses raises
concern about their level of understanding of what is encompassed by “self-exploration.” Recall
the “spiritual but not religious” distinction that was previously mentioned. In spite of many
students claiming this level of religiousness, many also identified with an organized religion.
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This could be because they appreciated the structure that a religion offered, but they identified
more with an intrinsic spirituality. There were several changes reported in religious affiliations
from childhood to adulthood, so perhaps spirituality was the constant through these changes.
Another explanation may be the pervasive nature of religion: it may have been difficult for
students to not identify with a religious tradition when they were raised with this type of
influence in their life, despite their current self-image as a “more spiritual than religious” person.
Regardless of the reason, 92% of the pilot and 75% of the national sample did identify with a
religious tradition. This finding is further testament to the presence of spiritual and religious
beliefs in people‟s lives and validates its presence in counseling. It also gives rise to the notion
that counselors need to objectively explore the potential influence of their own beliefs in
counseling.
In the combined sample (i.e., pilot and final), an encouraging 78% stated that they had
spent time exploring their personal belief system. However, only 22% had done this as an adult
and less than one fourth of the students reported continuous self-exploration of their belief
systems. Eighteen percent had spent less than a year and 4 students reported that “a few hours”
had been devoted to this task. Some of the comments about beliefs systems that would be
uncomfortable for these students as counselors (i.e., “those other than my own,” “specific
religious groups,” “beliefs I don‟t agree with,” “all”) drive home the point that they must be
secure in their own belief system and be aware of their biases before addressing a client who
may fall into one of these “problematic,” yet common areas. Training programs put forth a great
deal of effort to reduce biases related to other aspects of diversity and part of this training
involves students learning who they are as cultural beings. But these programs fall short when
they do not attend to spiritual and religious differences and also encourage students to understand
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themselves from a spiritual or religious perspective. How effective would counselors be if they
highly respected the cultural differences between themselves and their client, but discounted
spiritual influences because they differ from their own? A counselor‟s in-depth spiritual and/or
religious self-examination is imperative and training programs are well suited to encourage this
activity as they promote cultural awareness.
The second part of competency 4 refers to knowledge of models of spiritual or religious
development. Development does not occur in isolation and spiritual and religious factors are a
substantial part of this growth. A well-known model in this area by Fowler includes six stages of
faith development that parallel the cognitive, moral and human developmental theories of Piaget,
Kohlberg, and Erickson (Fowler & Dell, 2006). Fowler maintains that core values, identity,
personal and cultural meaning, self-esteem, social relationships, coping strategies, object
relations, purpose and self-direction, sense of control, beliefs, and morals develop through a
complex interplay of biological, cognitive, emotional, and faith factors (Fowler & Dell, 2006).
From this perspective, it is difficult to imagine how a counselor could help a client without being
aware of the role that faith has played in his or her development and how the client‟s current
level of faith is influencing presenting concerns. Moreover, this understanding is informative
from a diagnostic and treatment standpoint.
A diagnosis that does not consider the client‟s cognitive developmental level or the use of
a technique that depends on a higher level of cognitive development than the client has attained
would be unethical. This is also true of spiritual development. Students‟ scores in this area
indicate that they have not been exposed to these concepts (M = 4.4). Human development
courses are positioned to introduce models of spiritual and religious development, so that
students learn to approach their clients from a holistic perspective.
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Competency 5. This competency states that counselors “demonstrate sensitivity and
acceptance of a variety of religious and/or spiritual expressions in client communication.”
Students scored over 5.0 on the questions that stated that counselors were obliged to remain open
to spiritual references by the client (5.23) and that counselors should be open to a client‟s
spiritual references (5.14). Both items appear to be related to training that encourages
unconditional positive regard for the client and what he or she brings to counseling. However,
the students failed to recognize that many clients want their beliefs included in their counseling
experience (3.58) or that is it appropriate to challenge certain religious statements made by the
client (3.38).
Two studies conducted 10 years apart revealed that 79 to 81% of clients did want to
include their spiritual and religious beliefs and values in their counseling experience
(Quackenbos et al., 1985; Kelly, 1995). If we accept the assertion of the previous sections that
beliefs and values are part of a client‟s cultural makeup and contribute to development, expecting
a client to “check their beliefs at the door” is akin to ignoring the influence of worldview. That
people want to include their beliefs and values in counseling suggests that they believe them to
be a resource. A client who prays for guidance at home as he or she struggles through problems,
but is not invited to draw upon his or her spiritual resources in counseling is being denied a
substantial resource. This points to an ethical violation. If counselors are not aware, however,
that clients do want to bring this aspect of self into counseling, they are unlikely to invite clients
to do so. Often, without this type of invitation, clients hesitate to introduce their spiritual lives
into counseling (Huguelet et al., 2006). Students must be taught that this desire may be present in
their clients. Intake procedures are an appropriate time to discover a client‟s spiritual and
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religious beliefs and values. Coursework that addresses intake procedures should highlight this
notion and teach students how to approach these topics both professionally and ethically.
Challenging a client on any issue is one of the more difficult skills counselors will learn.
They are taught to respect the client‟s worldview and work within that realm. Confrontation and
challenging a client may seem contrary to students as they develop their identity as helping
professionals. However, it is sometimes necessary to use these skills to bring clinical concerns to
a client‟s attention (M. E. Young, 2005). When confrontation and challenge are linked to
religious topics, which can evoke sensitivity even in social interactions, they become an even
greater task for the counselor. However, without these skills, the resolution of a religiously-based
problem can be compromised. It is possible that students‟ responses reflect their inability to
imagine situations in which “going against” a religious belief might be appropriate, for example,
a client who endures spousal abuse because of religious doctrine that encourages submission. It
is not simply that students should be taught when such challenges are appropriate, but also the
value of challenging these types of beliefs, how to do it, and when the challenge exceeds the
boundaries of their competence and skills.
Competency 6. Competency 6 refers to the counselor‟s ability to identify his or her limits
of understanding of spiritual/religious expressions, to generate referral sources, and to
demonstrate referral skills. The combined mean score for the item of this competency were
second to the lowest (M = 4.05); for 4 items, scores were below 4.0. Students seemed to be
moderately aware that they should investigate the nature of religious referral resources (M =
4.75), which is probably a residual from the referral protocol typically learned in ethics classes.
However, the students did not find it necessary to become acquainted with religious leaders
(range of means from 3.24 to 4.09), so it is difficult to determine how they propose to carry out
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investigations of their referral sources. They were also less apt to agree that their own limitations
in understanding a client‟s spiritual or religious issues would warrant referral (range of means
from 3.47 to 4.66), that referral to a clergy member may be appropriate in these cases (range of
means from 4.1 to 4.38), or that this type of referral could be harmful (M = 3.75).
Students cited a wide variety of spiritual/religious denominations, practices, and beliefs
that they would not be comfortable with as counselors, which raises serious concerns about the
way they responded to the questions in this competency. An example involves the numerous
responses about the Mormon and Muslim traditions as areas of discomfort. It is possible that
recent current events (i.e., the polygamous colony in which spousal and child abuse was alleged
and the connection between Muslims and terrorism) contributed to student‟s levels of discomfort
with these groups. First, this finding supports the need for students to learn of the tenets of these
religions so that they will understand that the media representation does not define all members
of these groups. Second, it raises concerns about whether students realize that referral is
necessary if they cannot reconcile their own feelings about such group members. Finally, it is
curious to consider to whom they will refer when a doctrinal concern is contributing to a
Mormon or Muslim client‟s problems when the counselor is not familiar with religious leaders
associated with these groups. It would be tragic, not to mention unethical if, for example, a
mainstream Mormon client was referred to a cult leader who promoted behaviors in opposition to
the client‟s beliefs. It is clear that a student‟s mastery of this competency should be promoted in
classes that involve ethical and multicultural training.
Competency 7. Competency 7 states that the counselor should be able to assess the
relevance of religious/spiritual domains in the clients‟ issues. This competency yielded the
lowest mean score compared to all of the others (M = 3.95). Students were strong in realizing
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that spirituality or religion could be part of the problem (M = 5.11). Many also realized that they
could be overlooking significant information if these domains are not addressed (M = 4.54).
However, it is unclear how they propose to determine whether these beliefs are part of the
problem or even how they will address this material because they failed to recognize that inquiry
into these beliefs should be part of the intake process (range of means from 3.66 to 4.01). They
did not believe that these beliefs are part of diagnosis (range of means from 3.92 to 4.0) and they
did not know that there are instruments to measure aspects of spirituality (M = 4.04). As
previously noted, the lowest score of the entire instrument was for the item that referred to
questioning faith as a DSM diagnosis (2.49).
Even if a student has learned to value the inclusion of spiritual and religious beliefs in
counseling, understands a variety of belief systems, and has become aware of how these beliefs
have influenced the client‟s development, without knowing how to bring this information forth,
evaluate its potential as a contributing force to the problem, and recognize it as a resource for
overcoming presenting concerns, therapeutic goal attainment will be compromised. Assessment
includes behavioral observations, inquiry into beliefs and practices, identifying connections and
experiences with religious communities, and understanding the meaning of spiritual and religious
rites of passage (Harper & Gill, 2005). Taking a spiritual history at intake would be much more
informative than a simple inquiry into denominational associations typical of most intake
procedures. Consider, for example, the client who states no such current association, but whose
presenting concern is fueled by past negative experiences with religion. Without specific
inquiries, the relevance of this experience will be missed. Techniques in Counseling classes may
be the most appropriate venue for dissemination information regarding intake inquiries of
spiritual and religious material. Students should also learn about assessments that specifically
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measure aspects of spiritual and religious beliefs. Moreover, it is important for students to know
when a particular psychological assessment may be contraindicated for some religious clients or
when an assessment associated with religious material may be inappropriate, such as when a
client is experiencing religiously-based psychotic features (Kehoe, 1999). An Assessments
course would be best suited to disseminate this information.
Competency 8. This competency calls for counselor sensitivity and receptiveness to
spiritual/religious themes and implies the ability to identify when these themes are contributing
to the problem or are part of the solution (i.e., diagnosis).With the exception of the items that
state that religious beliefs can be both the problem and solution (M = 5.01) and that religious
beliefs can by dysfunctional (M = 4.95), students mean scores ranged from 3.09 to 4.87. The
overall scale mean was a low 4.44. Of particular difficulty were the items that associated a sense
of helplessness with a lack of spirituality (M = 3.98), spiritual bypass with avoidance of
spirituality (M = 3.09), and the meaning of a spiritual emergency (M = 4.11). The latter two, in
particular, are phenomena specific to spirituality. Spirituality in counseling coursework may be
the only means of exposure to these terms. Without the realization how spiritual problems
manifest, misdiagnosis is likely. For example, a depressed client who feels helpless may be
suffering from a sense of disconnection from a higher power. Treating peripheral factors without
facilitating this reconnection will compromise therapeutic goals. Moreover, Grof (1989) talks
about the proliferation of religious images in psychotic features and how these symptoms may be
pointing to a spiritual rather than clinical condition. Diagnosis without considering the religious
or spiritual contributions to presenting concerns also fails to address the client from the holistic
perspective – a point of view that is central to the counseling profession (J. E. Myers, et al.,
2000). Diagnosis also informs treatment choices, so if a client‟s reliance on his or her spiritual
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beliefs is not realized, a powerful resource of hope and encouragement is overlooked. Diagnosis
coursework typically focuses on the biological and psychological contributions to mental health.
The spiritual domain is necessarily a part of diagnostic conclusions and should be addressed in
these courses.
Competency 9. The final competency states that the counselor should use a client‟s
religious and spiritual beliefs in the pursuit of therapeutic goals. All of the other competencies
inform the treatment implications of this final point – that is, in order to meet therapeutic goals, a
counselor must know whether a clients beliefs are spiritual (intrinsic, personally relevant) or
religious (extrinsic, socially relevant) (C1), how they are related to the client‟s worldview (C2),
how they have developed (C4), what the client has to say about them (C5), when they are
relevant to presenting concerns (C7), when they have a diagnostic quality (C8), and when the
counselor‟s own biases are influencing clinical opinions, therapeutic decisions, or the
relationship with the client (C3).
The mean score for this competency was 4.19. Students were aware of the potential that
perceptions of a higher power could be a resource (M = 5.28) and of the role of meditation from
a spiritual perspective (M = 5.10). They were unable to identify scripture readings (M = 3.17),
guided imagery (M = 3.42), journaling (3.56), or religious bibliotherapy (M =3.99) as
appropriate religiously-based counseling techniques. Moreover, they did not see the value in
religiously-based interventions unless religion was part of the problem (M = 3.56). Even if
students mastered the previous competencies, it appears that they have no idea of how to include
these concepts into counseling. Training for spiritual/religious interventions falls under the
auspices of a Techniques class. Interestingly, the scores of students from religiously-based
programs were no higher than those of the secular students for this competency. Although they
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had significantly higher scores for the Diagnosis and Treatment subscale, the main difference in
these scores was because of their responses related to diagnosis.
Final thoughts. Throughout this discussion, various courses have been mentioned as
potential venues in which to address the shortcomings in students‟ knowledge for including
spiritual and religious issues in counseling. However, these courses are already challenged to
include a substantial mass of information in a relatively short period of time. As we have seen,
training in spiritual and religious issues in counseling constitutes a large amount of information.
These topics are also complex, as the intricate connections between the Competencies and the
“bleed-over” phenomenon experienced by professionals will attest. The most effective avenue
for counselor training, then, may be a course that specifically addresses these issues. This format
would allow for a comprehensive presentation in which connections can be made between
concepts in an exclusive and concentrated venue.
Although there was no significant difference statistically between the scores of students
who had taken a specific course and those who had studied this material in the context of another
class, the scores for those in the former format were slightly higher. Not surprisingly, most of the
students who reported involvement in either of these training formats were enrolled in
religiously-based programs. Many of these students further commented that these concepts were
part of all of their classes. Additionally, more of these students than secular students said that
they felt their programs had prepared them to address these issues in counseling. The question
remains whether they felt prepared because of a specific course, inclusion in other classes, or
because they independently recognized the parallels between their general values training and
counseling concepts. While they produced higher overall mean scores than the secular students,
they still fell below what would be expected of a spiritually competent professional. Values
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training, then, may be contributing to a measurement bias that influenced these scores, leaving
the question about the most effective training format unanswered. Thus, it may be a more
prudent measure to compare training formats in a secular environment so that the influence of
values training can be controlled.

Limitations of the Study

The most obvious limitation of this study was the homogeneity of the sample. In
particular, the majority of participants were Caucasian females under the age of 30 – a
demographic composite that is line with counselor education students, in general (Ponterotto et
al., 2002). Also, despite attempts to include a wide range of religiously-based counseling
programs, the participating schools were Christian, as were a majority of the students (i.e., 68%
of the pilot and 70% of the national sample).
Less than 50% of the schools that were approached agreed to participate. Hence, the
sample may only include programs with faculty members who value these topics. The school
participate rate may have also been influenced by the administration time frame. Many declined
to join the study because of existing pressures to address all of their course content during the
short summer semester. Others did not hold summer classes and the IRB departments of a few
schools stopped services in May and did not reconvene until September. In regards to the
individual participation rate, the students were given the option to refrain from participating, so it
is unclear whether the questionnaires that were not returned were because the students opted out
or because their instructors were unable or unwilling to administer within the designated time
frame.
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All of the pilot group and 83% of the national sample were from CACREP accredited
schools. The SCS scores in this study failed to indicate spiritual competency, in spite of
CACREP mandates to address spiritual and religious issues in counseling. Intuitively, a
comparison between CACREP and non-CACREP schools does not evoke expectations that the
latter group would fare any better on this instrument. However, this type of study may show that
CACREP schools are, in fact, delivering at least some degree of training. In the meantime, it is
unclear whether the findings from this study would generalize to non-CACREP institutions.
Analyses failed to indicate significant differences in SCS scores based on age, ethnicity,
or gender, so it is possible that SCS scores would generalize across samples that were more
heterogeneous in relation to these variables. However, the disproportionate representation of
Christian-based schools in this study prohibits complete confidence in the generalizability of
these results with other groups. Results may vary also with a different researcher, for many of the
decisions in factor analysis are left to the subjective discretion of the analyst (Hair et al., 1998).
Regarding the physical instrument, the response format continued to pose problems for a
few of the students, despite the clarifications that were made to the directions. This was
evidenced by direct comments about the response format, as well as obvious changes in
responses on some of the questionnaires. Also, a few of the instruments were not considered in
the analysis because a few of the students chose answers on both of the poles (agreement and
disagreement). One student judiciously recommended adding a response example in the
directions and this alteration will be considered for future administrations.
Although numerous and redundant items are recommended for the initial phases of scale
development (Netemeyer et al., 2003), these issues were the topics of comments by some of the
participants. A related concern is the potential influence that redundancy and test length had on
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response patterns. Participants may have become aggravated by repetitive questions or may have
become fatigued because of the time investment required to complete the instrument. Fatigue
may also have played a role if the SCS had been administered at the end versus the beginning of
the class period. Future administrations will take these issues into consideration.
Finally, the study is limited by its assumption that the questions are, in fact, assessing
spiritual competency. A cursory examination of the counseling literature suggests that the
profession has yet to adopt a unified definition of spirituality itself, much less spiritual
competency. The multicultural field continues to grapple with how to measure competency and
whether the MCC assessments are actually measuring competency or self-efficacy for
multicultural issues (Constantine & Ladany, 2000). Also, there are questions in the multicultural
literature about whether competency is best measured by self reports or if observational
assessments would be more informative (Constantine & Ladany, 2000). These same concerns
exist for measures of spiritual competency.

Recommendations for Future Research

Future Studies with the Existing Data
Factor Analysis. This was the first study to assess the Spiritual Competency Scale.
Typically, instrument development is an ongoing process (Netemeyer et al., 2003) and this
instrument is no exception. The first recommendation is to revisit the data with more lenient
criteria (e.g., lower cut off for correlations and the acceptance of 2 items per subscale). This may
enable the retention of additional items to produce a more comprehensive scale and may also
allow the loading of some of the more critical items onto existing or new factors. Other areas for
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exploration include examining the existing data in terms of a single factor or factoring each of
the Competencies independently. A satisfactory solution on either count may eliminate the need
for a supplemental section of critical items that did not load onto the 6 subscales.
Confirmatory factor analysis (CFA) is a statistical method for confirming a priori
hypotheses about the structure of the instrument (i.e., the relationships between the items and
factors). This structure is tested for its degree of fit with the observed covariances (Netemeyer et
al., 2003). Using structural equation modeling and maximum likelihood estimation, CFA further
identifies problem items and highlights measurement errors. In this study, exploratory techniques
produced a 6 factor solution. A next step would be to implement CFA procedures to test these
hypothesized subscales and validate the existing structure of the SCS.
Psychometric properties of the revised instrument. The temporal stability of the full-scale
instrument was established with the pilot. However, the revised instrument should also be
subjected to this type of analysis. This would ensure that the temporal stability of the SCS was
maintained after the revisions were made.
Construct validity is the degree to which an instrument represents a construct (Pett et al.,
2003) and is essential when making inferences beyond the sample. In this study, factor analysis
and discriminant validity were used to support the construct validity of the SCS. Discriminant
validity was established by administering a brief form of the Marlowe-Crowne Social
Desirability scale (MCSDS) in conjunction with the SCS and also with a contrasted groups
approach (R. Rogers, 2001). There was no relationship between the SCS and a disparate
construct (i.e., social desirability) and the SCS was able to discriminate between the two groups.
Another form of construct validity, convergent validity, involves determining whether
there is a relationship between the new instrument and a theoretically similar measure (Pett et al.,
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2003). The construct validity of the SCS was not assessed in the current study because there was
no published measure of spiritual competency in existence as the study began. Recently, Fluellen
(2008) published her research on the Spiritual and Religious Competency Assessment (SARCA).
The SARCA was developed by assessing 175 student members of the American Psychological
Association in the context of their supervision experience. Unlike the SCS, which presents
externalized statements to reduce socially desirable response biases, the 34-item instrument is
worded in first person and asks respondent to evaluate their own level of competence for
addressing spirituality and religion with their clients. Interestingly, the SARCA initially yielded
nine factors, although Fluellen writes that these factors were both uninterpretable and failed to
correspond to the nine ASERVIC Spiritual Competencies. Ultimately, rotation confirmed a
single factor solution with an internal consistency alpha of .91. It may be possible to use this
instrument to assess the convergent or concurrent validity of the SCS in future studies.
Demographics. The demographic data in this study produced many interesting questions.
For example, is there a relationship between the higher scores of students who are aware of the
ASERVIC Spiritual Competencies and whether they feel that their programs prepared them to
include this material in counseling? Have these students been trained in these issues or are their
higher SCS scores exclusively a product of their increased awareness of the Competencies?
Other questions include whether personal religious affiliation influences scores or whether there
is evidence of ethnocentrism in the data and, if so, is it related to religious denominations or with
various levels of religiousness? Also, are any of the demographic variables predictive of SCS
scores? Are there patterns in the data that correspond to the knowledge/attitudes/skills
dimensions that are foundational to the Multicultural Competencies and related assessments?
What other variables are associated with students who do not feel that mental health and religion
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are related or with students who do not want spiritual or religious material included in their
counseling programs? The answers to these questions may inform curricular strategies by
identifying both student resources for training and areas to which greater attention should be
devoted in an inclusion curriculum. These questions will be the topics of future analyses of the
data collected in this study.

Future Studies Beyond the Data
There is no empirical evidence that supports the notion that adherence to the
Competencies produces a spiritually competent counselor. However, as noted by Cashwell and
Young (2004), the Competencies, which were developed by experts in the field, are the best
guidelines we currently have to direct the profession toward spiritual competency. One means for
validating the efficacy of the SCS would be to administer it to a group of these experts or another
group that is known to be spiritually competent. These scores may lend support to the validity of
the SCS or they may provide insight into the shortcomings of the scale. Moreover, assuming
high scores for this group, a baseline can be established for scores that would indicate the
achievement of spiritual competency.
One interesting finding from this study was that 21% (n = 21) of the pilot group and 46%
of the national sample (n = 230) stated that their spiritual and religious beliefs played a role in
their choice to become a counselor. Many reported that they were “led” to the profession, that
they responded to a “calling,” that this was “God‟s plan” for them, or that they were helped by
their spiritual beliefs and wanted to introduce spirituality to their clients. The desire to “help”
was prominent, suggesting an altruistic quality to their career motives.
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Spiritual and religious beliefs as a motivating force for career decisions might be
expected of students from the religiously-based schools. However, of those who answered
affirmatively to this question, 100% of those in the pilot and 45% of this group in the national
sample were secular students. This raises interesting questions about what motivates students to
enter the counseling profession.
A cursory search of the literature, using terms such as “motivation,” “occupational
choice,” “reasons for entering,” “vocational decision-making” and professional counseling
yielded one article that was written in 1964 by Schutz and Mazer. However, spiritual and
religious motives were not included in their findings. This may be a reflection of early studies
that found some of those in the helping professions to be less religious than the clients they serve
(Bergin & Jensen, 1990). As previously noted, more recent studies have shown that counselors
are, in fact, very religious (J. E. Meyers & Truluck, 1998) and the findings of the current study
corroborate that notion. It is of concern that there are not more recent studies that examine
students‟ motivations for entering the profession and what role spiritual and religious beliefs play
in students‟ choice.
A line of future inquiry, then, is to explore these motivations. If spiritual or religious
beliefs do play a role, how might they influence a counselor‟s theoretical orientation and
approach to counseling, diagnosis, and treatment? What perceptions and expectations are
attached to the notion of “helping” and what is the role of spiritual and religious beliefs in this
process? Do spiritual or religious students consider counseling to be a platform for “recruitment”
and do they hope to facilitate their clients‟ spiritual development in the counseling process? Are
these students at a higher risk for introducing their beliefs into counseling and would they be
more likely to address a client‟s spiritual and religious beliefs than other students? How would
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this group work with clients who hold beliefs that differ from their own? What do these types of
motivations tell us as counselor educators about our students and our approach to training?
Some of the students who said their beliefs did not play a role made additional comments,
such as “not at all” or “no way.” It would be interesting to investigate why these students felt
motivated to make these types of comments when checking the “No” box would have been
sufficient. For instance, is there a relationship between these types of comments and current level
of religiousness, or spiritual and religious history? Have they spent time objectively exploring
their belief systems? Despite their personal beliefs, are they open to including these issues in
counseling and how will they work with a religious client?
The answers to these questions will influence educators‟ approach to including spiritual
and religious beliefs in counseling. For example, students who are drawn to counseling by
dogmatic beliefs may frame all aspects of their training from this perspective and may adopt a
biased viewpoint of their responsibilities as a counselor. Students who adamantly deny the
influence of spiritual and religious beliefs may have had unpleasant prior experiences that lead
them to avoid these topics in counseling. Self-examination for both of these types of students
should go beyond a simple exercise in relaying personal spiritual and religious history and take
on a deeper, more introspective quality.

Recommendations for ASERVIC.
A final concern that was raised in this study is related to the “marketing” of the Spiritual
Competencies. Few students were aware of these guidelines (i.e., 25) and several instructors
asked for clarification of their meaning. The Spiritual Competencies are over 10 years old. They
are supported by members of the profession (J. S. Young et al., 2002) and have been endorsed by
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the ACA, yet it appears that they remain outside of the awareness of a substantial sector of the
profession. One reason that has been cited for the low inclusion rate of spiritual and religious
material in counselor education is instructors‟ lack of understanding of how to teach this topic
and many have asked for instructional guidance (J. S. Young et al., 2002). Educators‟ awareness
of the Competencies may help them define the type of information to include in training.
ASERVIC is obviously in the best position to promote the dissemination of this information.
Promotion of these guidelines could be in the form of periodic publishing of the
Competencies in a counseling publication, such as Counseling Today. Authors who reference the
Competencies in their articles could be encouraged to list them, thus providing another venue for
exposure. A glance at recent ACA convention sessions indicates that there have been a
substantial number of presentations that address spiritual and religious issues in counseling. The
presenters could be solicited to distribute Spiritual Competency fliers to attendees. Finally, an
email campaign could be used to introduce the Competencies, along with a synopsis of their
relevance in counseling, to counselors, counselor educators, and students.
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University of Central Florida Institutional Review Board
Office of Research & Commercialization
12201 Research Parkway, Suite 501
Orlando, Florida 32826-3246
Telephone: 407-823-2901, 407-882-2901 or 407-882-2276
www.research.ucf.edu/compliance/irb.html

Notice of Expedited Initial Review and Approval
From : UCF Institutional Review Board
FWA00000351, Exp. 5/07/10, IRB00001138
To :

Linda A Robertson

Date : May 29, 2008
IRB Number: SBE-08-05662
Study Title: Students' Attitudes of Spiritual/Religious Issues in Counseling: A Comparison
to the ASERVIC Spiritual Competencies
Dear Researcher:
Your research protocol noted above was approved by expedited review by the UCF IRB Vicechair on 5/29/2008. The expiration date is 5/28/2009. Your study was determined to be minimal
risk for human subjects and expeditable per federal regulations, 45 CFR 46.110. The category for
which this study qualifies as expeditable research is as follows:
7. Research on individual or group characteristics or behavior (including, but not limited
to, research on perception, cognition, motivation, identity, language, communication,
cultural beliefs or practices, and social behavior) or research employing survey,
interview, oral history, focus group, program evaluation, human factors evaluation, or
quality assurance methodologies.
A waiver of documentation of consent has been approved for all subjects. Participants do not
have to sign a consent form, but the IRB requires that you give participants a copy of the IRBapproved consent form, letter, information sheet, or statement of voluntary consent at the top of
the survey.
All data, which may include signed consent form documents, must be retained in a locked file
cabinet for a minimum of three years (six if HIPAA applies) past the completion of this research.
Any links to the identification of participants should be maintained on a password-protected
computer if electronic information is used. Additional requirements may be imposed by your
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funding agency, your department, or other entities. Access to data is limited to authorized
individuals listed as key study personnel.
To continue this research beyond the expiration date, a Continuing Review Form must be
submitted 2 – 4 weeks prior to the expiration date. Advise the IRB if you receive a subpoena for
the release of this information, or if a breach of confidentiality occurs. Also report any
unanticipated problems or serious adverse events (within 5 working days). Do not make changes
to the protocol methodology or consent form before obtaining IRB approval. Changes can be
submitted for IRB review using the Addendum/Modification Request Form. An
Addendum/Modification Request Form cannot be used to extend the approval period of a study.
All forms may be completed and submitted online at http://iris.research.ucf.edu .
Failure to provide a continuing review report could lead to study suspension, a loss of
funding and/or publication possibilities, or reporting of noncompliance to sponsors or
funding agencies. The IRB maintains the authority under 45 CFR 46.110(e) to observe or have a
third party observe the consent process and the research.
On behalf of Tracy Dietz, Ph.D., UCF IRB Chair, this letter is signed by:
Signature applied by Janice Turchin on 05/29/2008 09:59:35 AM EDT

IRB Coordinator
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Date

Dear [Department Chair/Program Coordinator],
As a counseling professional, I am sure you are familiar with ACA‟s and CACREP‟s positions
regarding the relevance of spirituality and religion in counseling and counselor training. This
summer, the Association of Spiritual, Ethical, and Religious Values in Counseling (ASERVIC)
will begin to explore inclusion strategies, based on its Spiritual Competencies. Curricular
recommendations have historically emerged from professional opinion about what should be
taught. While these assumptions of students‟ shortcomings are probably accurate, students‟
spiritual competency has never been formally measured. As a profession that values evidencebased practices, it is necessary to establish baseline levels of students‟ attitudes of the material in
the Spiritual Competencies so that inclusion efforts, remedial proposals, and training outcomes
will be empirically supported.
My name is Linda Robertson and I am a doctoral candidate in counselor education at the
University of Central Florida in Orlando. My dissertation involves the development of an
instrument to measure students‟ attitudes of spiritual and religious material in counseling. The
instrument will be administered to 1000 masters‟ level counseling students this summer. It is a
pencil and paper instrument that addresses each of the nine Spiritual Competencies and takes
approximately 15 minutes to complete. Thirty counseling programs at secular and religiouslybased institutions and ten pastoral counseling programs will be invited to administer the
instrument to at least 30-40 of their students during the regular class period(s).
I am writing to invite your counseling program to participate in this timely study. The
administration process is quite simple. You will be asked to designate a contact person to receive
and distribute the research packets to faculty members who agree to administer the instrument to
their students. The Instructor‟s Letter includes a short excerpt about the study that is to be read
aloud to participating students. From there, the instructor simply distributes the informed consent
letters and the questionnaires to students and delivers the completed instruments to the contact
person, who will return them to me in a postage-paid mailer.
Spiritual and religious issues in counseling have received more attention than ever before and the
profession is at a critical juncture. As we move toward strategies for inclusion, please consider
allowing your students the option to participate in this study. It is in the best interest of our
profession that proposals for inclusion emerge from an empirical base so that we are best
meeting our students‟ and our clients‟ needs.
To join my list of participating programs, simply return this mail to me today. If convenient,
please briefly respond to each of the following items in your return email. Finally, please do not
hesitate to contact me with any questions.
My sincere thanks for your consideration!
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Linda A. Robertson
Doctoral Candidate
University of Central Florida
P O Box 161250
Orlando, Florida 32816-1250
407-583-7979
wedhed@cfl.rr.com
Study Details:
This research has been approved by the Institutional Review Board at the University of Central
Florida, Office of Research & Commercialization, 12201 Research Parkway, Suite 501, Orlando,
FL 32826-3246; 407-823-2901; 407-882-2276.
Based on your research department‟s requirements, I have completed the process of securing
your institution‟s IRB (or similar) approval prior to approaching you about including your
program in this study. Approval # _________.
Based on your research department‟s requirements, I must first seek your permission to
conduct this study at your institution. Should you agree to allow your program to participate, I
will secure formal IRB (or similar) approval prior to before beginning the study.
If you agree to participate, please respond to the following items:
The projected time frame for the first administration is July 2008. Is your program willing/able to
administer in July 2008?
Name of contact person who will receive and distribute research materials:
Number of classes that will participate:
Number of students per class:
Names of those classes, the instructors, or other identifiers (so that research materials can be prepackaged for each class):
Thank you!
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Dear Instructor,
Thank you for agreeing to administer the Students’ Attitudes of Spiritual/Religious Issues in
Counseling Scale to your class. Please distribute the enclosed Informed Consent letters to your
students and read the following italicized portion of this letter to them before distributing the
questionnaire:
This research is part of a dissertation project that is being conducted by Linda
Robertson, who is a doctoral student in the University of Central Florida’s
Counselor Education program. You were selected to take this questionnaire
because of your standing as a master’s student. The questionnaire asks you about
your thoughts about spiritual/religious issues as they apply to counseling and
asks you to respond to 7 personal reaction items. As your instructor, I am in no
way associated with this research. Your participation is anonymous and
completely voluntary – you can choose not to participate at any time without
impact on your current grade, class standing, or status in the program. If you
decide not to participate, you may leave the classroom before the questionnaire is
distributed or you may remain in the classroom and return an unanswered
questionnaire. You may skip any question you are not comfortable answering and
you may stop responding at any time.
Please read over the Informed Consent letter. When you are finished, you may
leave the classroom if you choose not to participate. If you remain seated, you
will be given the questionnaire.
Allow a few minutes for students to read and then distribute the questionnaire.
Do not write your name on the questionnaire. Your completion of this instrument
constitutes your consent to use your results. There are no right or wrong answers.
If you are unsure about how to answer a question, please choose what you feel is
the best response and answer all of the questions.
When you are finished, place your questionnaires here, face down (indicate where
you wish to have the students place the questionnaires). The Informed Consent
Letter is yours to keep.
If you have any questions or concerns regarding this study or if you experience
any reaction to the material in the questionnaire, please contact the researcher or
the other resources at the numbers listed in your Informed Consent letter. If you
would like more immediate assistance, please let me know.
Are there any questions?
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Allow students time for completion and return the questionnaires in the envelope provided to the
faculty contact person from whom you received these packets. That person will return the
questionnaires to me.
Thank you very much for allowing this time for your class to complete this survey. Please feel
free to contact me at 407-583-7979 with concerns or questions.
Sincerely,
Linda A. Robertson
Doctoral Candidate
University of Central Florida
College of Education
P. O. Box 161250
Orlando, Florida 32816
wedhed@cfl.rr.com
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Informed Consent
I am at least 18 years of age and completing this questionnaire constitutes my informed consent.

Dear Student,
I am a doctoral student in the University of Central Florida‟s (UCF) Counselor Education
program and am conducting this research for my dissertation. The purpose of my study is to
explore counseling students‟ thoughts about spiritual and religious issues as they relate to
counseling. You were selected because of your standing as a master‟s student in counseling.
Your participation in this study is completely voluntary and, if you choose to participate, you
will be asked to complete the Students’ Attitudes of Spiritual/Religious Issues in Counseling
Scale. This instrument includes questions about your relevant thoughts, reactions, and
demographic information. It will take about 15 minutes to complete. Your participation is
invaluable to this research and is greatly appreciated!


Your participation is completely voluntary. You may refrain from participating without
any impact on your grade, class standing, or status in the program. Your instructor is in
no way associated with this study. If you choose not to participate, you may leave the
classroom before the questionnaire is distributed or you may remain in your seat and
return an unanswered questionnaire.



If you agree to participate, the questionnaire will be given to you. It is essential that your
identity remain anonymous, so please do not write your name on the questionnaire.
There are no right or wrong answers, so please answer all questions honestly. If you are
unsure about how to answer a question, please choose what you feel is the best response.




The results of this study will be used to inform the counseling profession about students‟
views on these issues and will help professionals determine how educational endeavors
can be best tailored to meet students‟ needs. The results will be reported in the
researcher‟s dissertation, in a follow up article, and in a presentation at a national
conference. However, all reports will be of the combined data from all participants and
will not include your name or any other identifying information.



The benefits for your participation include a heightened awareness of spiritual/religious
issues in counseling and a sense of contributing to your profession. There are no known
risks associated with your participation in this study. However, if any of the questions
make you feel uncomfortable, please feel free to leave them blank. You may also
discontinue your participation at any time. If your participation in this research project
stimulates issues that require further discussion, you can seek student counseling services
at <enter name and address of the counseling clinic at this students‟ university>.
Your privacy and the research records will be kept confidential to the extent of the law.
Authorized research personnel, employees of the Department of Health and Human
Services, the UCF Institutional Review Board (IRB) and its staff, the IRB and staff at
your university, and other individuals, acting on behalf of UCF and your university, may
inspect the records from this research project. However, the anonymous nature of this
study prohibits identifying any individual from his or her responses.
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If you have any questions about this questionnaire, please contact the researcher, Linda
Robertson, at 407-583-7979 or by email at wedhed@cfl.rr.com. The UCF professor who
is overseeing this dissertation research is Dr. Mark E. Young. He can be reached at 407823-2835 or by email at meyoung@mail.ucf.edu.
This research study has been reviewed and approved by the UCF Institutional Review
Board (IRB). Questions or concerns about research participants‟ rights may be directed
to the UCF IRB office at the University of Central Florida, Office of Research &
Commercialization, 12201 Research Parkway, Suite 501, Orlando, FL 32826-3246. The
phone numbers are 407-823-2901 or 407-882-2276. This research has also been reviewed
and approved by <enter name, address, phone number of the IRB department of the this
students‟ university>

After you read this letter, you may leave the classroom if you choose not to participate. If you
remain seated, you will be given a copy of the questionnaire. Your completion of the
questionnaire constitutes your informed consent to use your results. If after receiving the
questionnaire, you choose not to complete it, please return it unanswered. When you are finished,
return the questionnaire by placing it face down in the designated return area. You may keep this
letter for your records.
Thank you very much for your time and effort in completing this questionnaire. Your
participation is sincerely appreciated and will ultimately help professionals in higher education
meet counseling students‟ needs.
Sincerely,
Linda A. Robertson, M.S.
Doctoral Candidate
University of Central Florida
College of Education
P. O. Box 161250
Orlando, Florida 32816
wedhed@cfl.rr.com
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Students’ Attitudes of Spiritual/Religious Issues in Counseling Scale ©
Section I:
INSTRUCTIONS: Please familiarize yourself with the unique response format before you begin.
Indicate your level of agreement (low to high) or disagreement (low to high)
with the following by checking the appropriate box to the right of each statement.
Agreement


Low_______
High





Begin Here

|
|
|
|

1. It is important for counselors to be able to describe their own spiritual
and/or religious belief systems.

|
|

2. Religious beliefs can be both a problem and a solution.

|
|
|
|
|
|
|
|

3. It is possible to refer a client to clergy who will compromise treatment
goals.
4. Spiritual/religious beliefs are aspects of multiculturalism.
5. Some issues are better dealt with by religious leaders than by
counselors.
6.

Spirituality cannot exist without religious beliefs.

|
|

7. It is inappropriate to include spiritual material in counseling.

|
|

8. Models of spiritual/religious development should be taught in
counseling programs.

|
|

9. Some people who have spiritual experiences are not religious.

|
|

10. If the spiritual domain is not addressed, counselors overlook
significant information.

|
|

11. To increase acceptance of a client with different beliefs and values,
counselors must first understand their own.

|
|

12. Understanding a client’s spiritual/religious beliefs is part of diagnosis.

|
|
|
|

13. Counselors who have not examined their spiritual/religious values risk
imposing those values on their clients.
14. It is imperative for counselors to be able to identify the spiritual
connotations embedded in clients’ statements.

|
|

15. Spirituality/religion can be part of the client’s problem.

|
|
|
|
|
|

16. A client’s worldview is affected by religious beliefs.
17. A majority of clients want to discuss religious beliefs in counseling.

Please continue on the back of this page
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Disagreement


Low _______
High





Agreement
Low

Continue Here



______

High





|
|
||
|

18. Someone can be religious without being spiritual.

|
|

19. Clergy members are better than counselors for working with some
issues.

|
|

20. Counselors’ who can describe their own spiritual development are
better prepared to work with clients.

|
|

21. A counselor’s task is to be in tune to spiritual/religious expressions in
client communication.

|
|

22. Highly religious beliefs can lead to depression or anxiety.

|
|

23. Non-religious counselors need to examine why they are not religious.

|
|

24. A spiritual emergency can be a good sign.

|
|

25. Counselors must consider a client’s religion before administering
assessments.

|
|

26. Lack of spirituality can cause a sense of helplessness.

|
|

27. There is a lot of diversity within a specific religious denomination.

|
|

28. Spiritual/religious terms are often infused in clients’ disclosures.

|
|

29. Addressing a client’s spiritual or religious beliefs can help with
therapeutic goal attainment.

|
|

30. Counselors who profess to be neither spiritual nor religious must refer
religious clients.

|
|

31. It is inappropriate for counselors to refer a client to a religious leader.

|
|

32. It is appropriate to challenge certain religious statements made by a
client.

|
|

33. There are instruments that assess aspects of spirituality or religiosity.

|
|

34. All religions embrace multiculturalism.

|
|

35. Religion and spirituality are aspects of cultural identity.

|
|
|
|

36. Unresolved religious conflicts influence interpersonal relationships.

Please go to the next page
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Disagreement
Low


______

High





Agreement


Low_______
High





Continue Here

|
|
||
|

37. Early spiritual development influences problems later on in life.

|
|

38. An overly religious counselor could negatively affect the counseling
relationship.

|
|

39. Cultural practices are influenced by spirituality.

|
|

40. A client’s perception of God or a higher power can be a resource in
counseling.

|
|

41. Counselors are called by the profession to examine their own
spiritual/religious beliefs.

|
|

42. Counselors who have trouble understanding a client’s religious beliefs
are obligated to refer.

|
|

43. If counselors do not explore their own spiritual beliefs, they risk
damaging the therapeutic alliance.

|
|

44. Spiritual/religious self-exploration is one avenue toward professional
and personal wellness.

|
|

45. Emotional distress may be related to the client’s relationship with a
higher power.
46. To be spiritual, one must have strong religious beliefs.
47. People must be religious before they can be spiritual.
48. Religion is the cognitive and behavioral manifestation of spirituality.

|
|
|
|
|
|
|
|

49. Meditation is both a spiritual practice and a therapeutic technique.

|
|

50. It is essential for a counselor to investigate the nature of religious
referral resources.

|
|

51. Counselors are obliged to remain open to spiritual references by the
client.

|
|
|
|
|
|

52. Religion can restrict spirituality.
53. Clinical concerns are raised when a client ridicules their place of
worship.
54. Counselors always risk imposing their values, including those that are
religious, on their clients.

Please continue on the back of this page
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|
|

Disagreement


Low_______
High





Agreement


Low_______
High





Continue Here
55. Clients’ use of spiritual language is something for a counselor to be
aware of.
56. Spiritual preoccupation can be a clinical focus.

|
|
||
|

|
|
|
|

57. Concern for clients’ spiritual development is part of a holistic
approach.
58. Spiritual/religious beliefs impact a client’s worldview.

|
|
|
|

59. Asking the “right” spiritual/religious questions during intake is
imperative.

|
|

60. Someone can be spiritual without being religious.

|
|

61. Understanding human development helps a counselor work with
spiritual material.

|
|

62. A client who expresses hopelessness can be out of touch with his or her
spirituality.

|
|

63. It is possible to be spiritual without believing in God.

|
|

64. Including religious figures in guided imagery is an appropriate
counseling technique.

|
|

65. Before addressing spiritual/religious beliefs, a counselor must
understand human development.

|
|

66. “Spirituality” and “religion” mean the same thing.

|
|

67. Sacred scripture readings are appropriate homework assignments.

|
|
|
|

68. Spiritual bypass is associated with avoidance of responsibility.
69. Religiously-based interventions are only used when religion is part of
the problem.

|
|

70. Referral to a clergy member may harm a client.

|
|

71. Some religions are ethnocentric.

|
|
|
|
|
|

72. Religious beliefs can be dysfunctional.
73. Coping strategies are influenced by religious beliefs.

Please go to the next page
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Disagreement

Low_______
High





Agreement


Low________
High





Continue Here

|
|
||
|

74. It is essential to know models of human development before working
with a client’s spiritual/religious beliefs.

|
|

75. Religious beliefs should be assessed at intake.

|
|

76. Questioning one’s faith is part of a DSM diagnosis.

|
|

77. Prayer is a therapeutic intervention.

|
|

78. Journaling is a religious counseling technique.

|
|

79. There is a relationship between human development and spiritual
development.

|
|

80. A person can be culturally Jewish but not religiously Jewish.

|
|

81. Many clients use spiritually-related language to express their
problems.

|
|

82. Inquiry into spiritual/religious beliefs is part of the intake process.

|
|

83. Religious bibliotherapy exclusively involves sacred texts.

|
|

84. Spiritual and cultural values are strongly related.

|
|

85. It is essential to determine a client’s spiritual functioning during
an intake assessment.

|
|

86. It is helpful for counselors to have relationships with clergy members.

|
|

87. Counselors who are not spiritually self-aware are at higher risk for
negative reactions to clients who are religious.

|
|

88. Understanding a client’s level of spiritual development informs a
counselor’s work with that client.
89. Counselors who have not explored their own spirituality cannot
effectively include spirituality in counseling.
90. Part of a counselor’s job is to become acquainted with local religious
leaders.

Please continue with Section II on the back of this page.
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|
|
|
|
|
|

Disagreement

 High
Low _______





Section II:
INSTRUCTIONS: Please indicate whether the following items pertain to you
by checking the appropriate box (True or False) to the right of each statement.
True

|

91. I like to gossip at times.

|
|

92. There have been occasions when I took advantage of someone.

|
|

93. I’m always willing to admit it when I make a mistake.

|
|

94. I sometimes try to get even rather than forgive and forget.

False

|
|

95. At times I have really insisted on having things my own way.

|
|

96. I have never been irked when people expressed ideas very different from my own.

|
|

97. I have never deliberately said something that hurt someone’s feelings.

|
|

Please continue with Section III below

Section III:
INSTRUCTIONS: Please check the box in front of your answer choice.
1. Which counseling track do you plan to follow?

2. What is your age?

3. What is your gender?

20 to 29 years

Male

Mental Health
School
Marriage & Family
Other ______________________________________________

30 to 39 years

40 to 49 years

50 to 59 years

60 years or older

Female

4. Do you attend a religiously-affiliated college/university?

5. Is your college/university CACREP accredited?

Yes

6. How many credit hours have you completed in your program?

Yes: What religion?_____________________________

No

Do not know

0-6

9-12

Please continue on the next page
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Over 12

No

7. Please indicate your ethnicity:

African American
Hispanic/Latino
American Indian/Alaskan Native
Asian
Caucasian
Native Hawaiian/Pacific Islander
Other: (please specify): ____________________________________________________

8. In which religion/belief system (if any) were you raised?

Atheist
Muslim / Islamic
Buddhist
Quaker/Friends
Charismatic
Evangelical
Fundamentalist
Pentecostal
Hindu
Protestant
Jehovah‟s Witness
Catholic
Jewish
Taoist
Mormon
Unity / New Age
Other (please specify) __________________________________

Which religion/ belief system (if any) do you now follow?

Atheist
Muslim / Islamic
Buddhist
Quaker/Friends
Charismatic
Evangelical
Fundamentalist
Pentecostal
Hindu
Protestant
Jehovah‟s Witness
Catholic
Jewish
Taoist
Mormon
Unity / New Age
Other (please specify) _____________________________

How would you describe your current level of religiousness?

Conservative
Liberal
Fundamental
Evangelical
Spiritual, not religious
Neither religious nor spiritual

9. Have you spent any time across your life deeply examining or questioning your spiritual/religious belief system?
If YES: At what age? ____________

Yes

No

Approximate length of time? _____________

10. Did your personal spiritual or religious beliefs play a role in your choice to become a counselor?

Yes

No

Please explain: ____________________________________________________________________________________

11. Do you feel you have been prepared by your program to include spiritual or religious issues in counseling?

Yes

No

If YES: How were you exposed to this material?

A component of another class. Approximate # of hours ______
In a spirituality/religion in counseling class.
Other: (please specify): ________________________________

If NO: Would you like your program to…

address spiritual/religious issues as part of another class?
offer a class that exclusively addresses spirituality/religious issues?
not address these issues?

Please continue on the back of this page
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12. At this time, would you be comfortable addressing spiritual/religious material in counseling?

Please explain:

No

____________________________________________________________________________________

13. Do you think that clients‟ spiritual or religious beliefs are related to their mental health?

Please explain:

Yes

Yes

No

____________________________________________________________________________________

14. What types of religions or religious beliefs (if any) would be uncomfortable for you to address as a counselor? ______________
___________________________________________________________________________________________________
15. Are you familiar with ASERVIC‟s Spiritual Competencies?

Yes

No

Comments, opinions, suggestions?________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

Thank you very much for completing this questionnaire!
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Table 12. Sorting Task: Item-Competency Consensus
SCS Items
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.
37.

It is important for counselors to be able to describe their own spiritual
and/or religious belief system.
Religious beliefs can be both a problem and a solution.
It is possible to refer a client to clergy who will compromise treatment
goals.
Spiritual/religious beliefs are aspects of multiculturalism.
Some issues are better dealt with by religious leaders than by counselors.
Spirituality cannot exist without religious beliefs.(R)
It is inappropriate to include spiritual material in counseling. (R)
Models of spiritual/religious development should be taught in counseling
programs.
Some people who have spiritual experiences are not religious.
If the spiritual domain is not addressed, counselors overlook significant
information.
To increase acceptance of a client with different beliefs and values,
counselors must first understand their own.
Understanding a client‟s spiritual/religious beliefs is part of diagnosis.
Counselors who have not examined their spiritual/religious values risk
imposing those values on their clients.
It is imperative for counselors to be able to identify the spiritual
connotations embedded in clients‟ statements.
Spirituality/religion can be part of the client‟s problem.
A client‟s worldview is affected by religious beliefs.
A majority of clients want to discuss religious beliefs in counseling.
Someone can be religious without being spiritual.
Clergy members are better than counselors for working with some issues.
Counselors‟ who can describe their own spiritual development are better
prepared to work with clients.
A counselor‟s task is to be in tune to spiritual/religious expressions in client
communication.
Highly religious beliefs can lead to depression or anxiety.
Non-religious counselors need to examine why they are not religious.
A spiritual emergency can be a good sign.
Counselors must consider a client‟s religion before administering
assessments.
Lack of spirituality can cause a sense of helplessness.
There is a lot of diversity within a specific religious denomination.
Spiritual/religious terms are infused in clients‟ disclosures.
Addressing a client‟s spiritual or religious beliefs can help with therapeutic
goal attainment.
Counselors who profess to be neither spiritual nor religious must refer
religious clients. (R)
It is inappropriate for counselors to refer a client to a religious leader. (R)
It is appropriate to challenge certain religious statements made by a client
There are instruments that assess aspects of spirituality or religiosity.
All religions embrace multiculturalism. (R)
Religion and spirituality are aspects of cultural identity.
Unresolved religious conflicts influence interpersonal relationships
Early spiritual development influences problems later on in life.
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Competency
Assignment
4

%
Agreement
86

8
6

86
100

2
6
1
9
4

86
100
86
100
100

1
7

100
71

3

100

7
3

86
100

5

86

7
2
5
1
6
4

57
71
71
100
100
100

5

86

8
3
8
7

100
100
86
71

8
2
5
9

100
71
71
100

6

100

6
5
7
2
2
8
4

100
71
100
100
100
100
100

SCS Items
38. An overly religious counselor could negatively affect the counseling
relationship.
39. Cultural practices are influenced by spirituality.
40. A client‟s perception of God or a higher power can be a resource in
counseling.
41. Counselors are called by the profession to examine their own
spiritual/religious beliefs.
42. Counselors who have trouble understanding a client‟s religious beliefs are
obligated to refer.
43. If counselors do not explore their own spiritual beliefs, they risk damaging
the therapeutic alliance.
44. Spiritual/religious self-exploration is one avenue toward professional and
personal wellness.
45. Emotional distress may be related to the client‟s relationship with a higher
power.
46. To be spiritual, one must have strong religious beliefs. (R)
47. People must be religious before they can be spiritual. (R)
48. Religion is the cognitive and behavioral manifestation of spirituality.
49. Meditation is both a spiritual practice and a therapeutic technique.
50. It is essential for a counselor to investigate the nature of religious referral
resources.
51. Counselors are obliged to remain open to spiritual references by the client.
52. Religion can restrict spirituality.
53. Clinical concerns are raised when a client ridicules their place of worship.
54. Counselors always risk imposing their values, including those that are
religious, on their clients.
55. Clients‟ use of spiritual language is something for a counselor to be aware
of.
56. Spiritual preoccupation can be a clinical focus.
57. Concern for clients‟ spiritual development is part of a holistic approach.
58. Spiritual/religious beliefs impact a client‟s worldview.
59. Asking the “right” spiritual/religious questions during intake is imperative.
60. Someone can be spiritual without being religious.
61. Understanding human development helps a counselor work with spiritual
material.
62. A client who expresses hopelessness can be out of touch with his or her
spirituality
63. It is possible to be spiritual without believing in God.
64. Including religious figures in guided imagery is an appropriate counseling
technique.
65. Before addressing spiritual/religious beliefs, a counselor must understand
human development.
66. “Spirituality” and “religion” mean the same thing. (R)
67. Sacred scripture readings are appropriate homework assignments.
68. Spiritual bypass is associated with avoidance of responsibility.
69. Religiously-based interventions are only used when religion is part of the
problem. (R)
70. Referral to a clergy member may harm a client.
71. Some religions are ethnocentric.
72. Religious beliefs can be dysfunctional.
73. Coping strategies are influenced by religious beliefs.
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Competency
Assignment
3

%
Agreement
100

2
9

100
86

3

100

6

100

3

100

3

100

8

86

1
1
1
9
6

100
100
100
100
100

5
1
5
3

71
100
71
86

5

86

8
4
2
7
1
4

100
86
71
100
100
100

5

71

1
9

100
100

4

100

1
9
8
9

100
86
100
86

6
2
8
8

100
100
100
86

SCS Items

Competency
Assignment
4

74. It is essential to know models of human development before working with a
client‟s spiritual/religious beliefs.
75. Religious beliefs should be assessed at intake.
7
76. Questioning one‟s faith is part of a DSM diagnosis.
7
77. Prayer is a therapeutic intervention.
9
78. Journaling is a religious counseling technique.
9
79. There is a relationship between human development and spiritual
4
development.
80. A person can be culturally Jewish but not religiously Jewish.
2
81. Many clients use spiritually-related language to express their problems.
5
82. Inquiry into spiritual/religious beliefs is part of the intake process.
7
83. Religious bibliotherapy exclusively involves sacred texts. (R)
9
84. Spiritual and cultural values are strongly related.
2
85. It is essential to determine a client‟s spiritual functioning during an intake
7
assessment.
86. It is helpful for counselors to have relationships with clergy members.
6
87. Counselors who are not spiritually self-aware are at higher risk for negative
3
reactions to clients who are religious.
88. Understanding a client‟s level of spiritual development informs a
4
counselor‟s work with that client.
89. Counselors who have not explored their own spirituality cannot effectively
3
include spirituality in counseling.
90. Part of a counselor‟s job is to become acquainted with local religious
6
leaders.
* (R) denotes reverse scored items. The data associated with these items reflect reverse scoring.
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%
Agreement
100
100
86
100
100
100
100
100
100
86
100
100
100
100
86
100
100
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Table 13. Pilot: Demographic Variables
Demographic Variables
(n=100)

n and %

Counseling Track:

Mental Health
School
Marriage & Family
Mental Health/School
Mental Health/Marriage and Family
Mental Health/School/Marriage & Family
Other (i.e., School Psychology)

31
27
20
7
2
1
12

Age:

20-29 years
30-39 years
40-49 years
50-59 years

76
18
5
1

Gender:

Male
Female

19
81

Credit hours completed
in program:

0-6
9-12
Over 12

10
30
60

Ethnicity:

African American
American Indian/Alaskan Native
Asian
Caucasian
Hispanic/Latino
Other

4
1
3
79
9
4

In which religious belief system
were you raised?

Atheist
Catholic
Charismatic
“Christian”
Evangelical
Fundamentalist
Hindu
Jehovah‟s Witnesses
Jewish
Mormon
Muslim/Islamic
Pentecostal
Protestant
None
Other
No response

3
40
1
3
5
1
1
1
8
1
1
3
25
4
2
1
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Demographic Variables
(n=100)

n and %

Describe your current level of
religiousness:

Conservative
Liberal
Fundamental
Evangelical
Spiritual, but not religious
Neither spiritual nor religious
No response

16
24
5
6
41
7
1

Have you spent any time deeply
examining / questioning your
spiritual or religious belief system?

Yes
No

73
27

If yes, at what
age?

Approximate
length of time:

Under 10 years of age
11-20 years of age
21-30 years of age
No response

4
42
20
0
2
20
17
7
11
13
3

Few hours
< 1 year
1.1-3 years
3.1-5 years
5.1-10 years
Continuously
No response

Did your personal spiritual and
religious beliefs play a role in your
choice to become a counselor?

Yes
No

21
79

Do you feel you have been prepared
by your program to include spiritual
and religious issues in counseling?

Yes
No

13
87

If yes, how were
you exposed
to this material?

Component of another class
Spirituality/religion in counseling class
Other type of exposure

If no, would you
like your
program to…

Include it as part of a class
Have a class exclusive to these issues
Not address these issues
No response
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9
2
4
34
42
8
1

Demographic Variables
(n=100)

n and %

At this time, would you be
comfortable addressing spiritual and
religious material in counseling?

Yes
No

58
42

What types of religions or religious
beliefs would be uncomfortable for
you to address in counseling?
(free form response)

No issue would be a problem
Extreme Fundamentalism, Dogmatism
Satanism, Voodoo, Possession
Not sure or don‟t know
Beliefs than I‟m not familiar with
Harmful, oppressive beliefs/religions
Atheism
I wouldn‟t address them without training
Mormon
Islam/Muslim
Beliefs I don‟t agree with
Jehovah‟s Witnesses
Abortion/birth control
GLBT issues
Scientology
Christianity and Judaism
Buddhism, Hinduism
Wicca, Witchcraft
Religion in general
If clients disrespect my beliefs
Euthanasia
Pro-life proponents
No response

17
13
10
9
7
4
3
3
3
3
2
2
2
2
1
1
1
1
1
1
1
1
23

Are you familiar with ASERVIC‟s
Spiritual Competencies?

Yes
No

9
91
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APPENDIX H:
TABLE 14. PILOT: SCS ITEM MEANS, STANDARD DEVIATIONS,
AND FREQUENCY OF CORRECT RESPONSES
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Table 14. Pilot: SCS Means, Standard Deviations, and Frequency of Correct Responses
SCS Items*
(n=100)
1. It is important for counselors to be able to describe their own spiritual
and/or religious belief system.
2. Religious beliefs can be both a problem and a solution.
3. It is possible to refer a client to clergy who will compromise treatment
goals.
4. Spiritual/religious beliefs are aspects of multiculturalism.
5. Some issues are better dealt with by religious leaders than by counselors.
6. Spirituality cannot exist without religious beliefs.(R)
7. It is inappropriate to include spiritual material in counseling. (R)
8. Models of spiritual/religious development should be taught in counseling
programs.
9. Some people who have spiritual experiences are not religious.
10. If the spiritual domain is not addressed, counselors overlook significant
information.
11. To increase acceptance of a client with different beliefs and values,
counselors must first understand their own.
12. Understanding a client‟s spiritual/religious beliefs is part of diagnosis.
13. Counselors who have not examined their spiritual/religious values risk
imposing those values on their clients.
14. It is imperative for counselors to be able to identify the spiritual
connotations embedded in clients‟ statements.
15. Spirituality/religion can be part of the client‟s problem.
16. A client‟s worldview is affected by religious beliefs.
17. A majority of clients want to discuss religious beliefs in counseling.
18. Someone can be religious without being spiritual.
19. Clergy members are better than counselors for working with some issues.
20. Counselors‟ who can describe their own spiritual development are better
prepared to work with clients.
21. A counselor‟s task is to be in tune to spiritual/religious expressions in client
communication.
22. Highly religious beliefs can lead to depression or anxiety.
23. Non-religious counselors need to examine why they are not religious.
24. A spiritual emergency can be a good sign.
25. Counselors must consider a client‟s religion before administering
assessments.
26. Lack of spirituality can cause a sense of helplessness.
27. There is a lot of diversity within a specific religious denomination.
28. Spiritual/religious terms are infused in clients‟ disclosures.
29. Addressing a client‟s spiritual or religious beliefs can help with therapeutic
goal attainment.
30. Counselors who profess to be neither spiritual nor religious must refer
religious clients. (R)
31. It is inappropriate for counselors to refer a client to a religious leader. (R)
32. It is appropriate to challenge certain religious statements made by a client
33. There are instruments that assess aspects of spirituality or religiosity.
34. All religions embrace multiculturalism. (R)
35. Religion and spirituality are aspects of cultural identity.
36. Unresolved religious conflicts influence interpersonal relationships
37. Early spiritual development influences problems later on in life.

245

Mean

SD

4.59

1.34

n/%
correct**
60

4.90
4.12

1.12
1.60

76
51

5.34
4.06
4.56
4.07
4.02

1.06
1.26
1.47
1.46
1.46

87
39
56
39
53

5.12
4.43

1.34
1.34

80
53

4.92

1.23

67

3.76
4.48

1.53
1.29

37
49

4.19

1.20

51

5.00
5.11
3.55
4.90
4.03
4.28

1.10
.91
1.21
1.33
1.24
1.32

74
75
20
74
39
44

3.91

1.32

41

4.14
3.01
3.92
3.93

1.59
1.62
1.25
1.45

48
19
31
36

3.55
5.20
4.23
4.77

1.42
1.21
1.24
.98

27
81
48
64

4.69

1.25

61

4.12
3.53
4.15
5.17
5.12
4.82
3.63

1.40
1.37
1.39
1.15
1.01
1.06
1.45

42
22
42
76
78
66
29

SCS Items*
(n=100)
38. An overly religious counselor could negatively affect the counseling
relationship.
39. Cultural practices are influenced by spirituality.
40. A client‟s perception of God or a higher power can be a resource in
counseling.
41. Counselors are called by the profession to examine their own
spiritual/religious beliefs.
42. Counselors who have trouble understanding a client‟s religious beliefs are
obligated to refer.
43. If counselors do not explore their own spiritual beliefs, they risk damaging
the therapeutic alliance.
44. Spiritual/religious self-exploration is one avenue toward professional and
personal wellness.
45. Emotional distress may be related to the client‟s relationship with a higher
power.
46. To be spiritual, one must have strong religious beliefs. (R)
47. People must be religious before they can be spiritual. (R)
48. Religion is the cognitive and behavioral manifestation of spirituality.
49. Meditation is both a spiritual practice and a therapeutic technique.
50. It is essential for a counselor to investigate the nature of religious referral
resources.
51. Counselors are obliged to remain open to spiritual references by the client.
52. Religion can restrict spirituality.
53. Clinical concerns are raised when a client ridicules their place of worship.
54. Counselors always risk imposing their values, including those that are
religious, on their clients.
55. Clients‟ use of spiritual language is something for a counselor to be aware
of.
56. Spiritual preoccupation can be a clinical focus.
57. Concern for clients‟ spiritual development is part of a holistic approach.
58. Spiritual/religious beliefs impact a client‟s worldview.
59. Asking the “right” spiritual/religious questions during intake is imperative.
60. Someone can be spiritual without being religious.
61. Understanding human development helps a counselor work with spiritual
material.
62. A client who expresses hopelessness can be out of touch with his or her
spirituality
63. It is possible to be spiritual without believing in God.
64. Including religious figures in guided imagery is an appropriate counseling
technique.
65. Before addressing spiritual/religious beliefs, a counselor must understand
human development.
66. “Spirituality” and “religion” mean the same thing. (R)
67. Sacred scripture readings are appropriate homework assignments.
68. Spiritual bypass is associated with avoidance of responsibility.
69. Religiously-based interventions are only used when religion is part of the
problem. (R)
70. Referral to a clergy member may harm a client.
71. Some religions are ethnocentric.
72. Religious beliefs can be dysfunctional.
73. Coping strategies are influenced by religious beliefs.
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Mean

SD

5.02

1.26

n/%
correct**
77

4.76
5.02

1.05
.97

65
75

4.18

1.40

45

3.51

1.33

24

3.89

1.34

36

5.01

.99

75

4.60

1.13

57

5.04
5.17
2.96
5.32
4.73

1.09
1.09
1.49
.79
1.11

69
74
14
84
60

5.18
4.35
3.50
4.47

.96
1.50
1.34
1.18

80
53
26
54

5.10

.84

65

4.68
4.89
5.39
4.05
5.37
4.62

1.11
.96
.88
1.30
1.04
1.06

60
67
90
40
82
63

4.37

1.24

49

4.99
3.26

1.21
1.24

70
15

4.21

1.23

40

5.48
2.70
3.20
3.28

1.01
1.33
1.38
1.39

84
10
16
16

3.70
4.69
4.92
4.38

1.33
1.17
1.14
1.17

27
60
66
46

SCS Items*
(n=100)
74. It is essential to know models of human development before working with a
client‟s spiritual/religious beliefs.
75. Religious beliefs should be assessed at intake.
76. Questioning one‟s faith is part of a DSM diagnosis.
77. Prayer is a therapeutic intervention.
78. Journaling is a religious counseling technique.

Mean

SD

4.28

1.11

n/%
correct**
42

4.06
2.10
4.25
3.27

1.23
1.19
1.21
1.42

37
4
50
22

79. There is a relationship between human development and spiritual
development.
80. A person can be culturally Jewish but not religiously Jewish.
81. Many clients use spiritually-related language to express their problems.
82. Inquiry into spiritual/religious beliefs is part of the intake process.
83. Religious bibliotherapy exclusively involves sacred texts. (R)
84. Spiritual and cultural values are strongly related.
85. It is essential to determine a client‟s spiritual functioning during an intake
assessment.
86. It is helpful for counselors to have relationships with clergy members.
87. Counselors who are not spiritually self-aware are at higher risk for negative
reactions to clients who are religious.
88. Understanding a client‟s level of spiritual development informs a
counselor‟s work with that client.
89. Counselors who have not explored their own spirituality cannot effectively
include spirituality in counseling.
90. Part of a counselor‟s job is to become acquainted with local religious
leaders.

4.34

1.12

44

5.36
4.48
3.84
3.94
4.30
3.74

1.14
1.02
1.25
1.25
1.06
1.31

84
54
27
31
42
26

3.60
4.19

1.26
1.38

27
47

4.54

1.03

54

4.05

1.51

42

2.83

1.25

11

* (R) denotes reverse scored item. The data associated with these items reflect reverse scoring.
** Correct responses are based on a score of 5 (midpoint) or 6 (high) level of Agreement or Disagreement, as
appropriate for that item.

247

APPENDIX I:
TABLE 15. PILOT: ITEM-TO-TOTAL CORRELATION STAGES

248

Table 15. Pilot: Item-to-Total Correlation Stages
SCS Items
(n=100)

Corrected Item-to-Total Correlation
Stage
1

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.

12.
13.

14.

15.
16.
17.
18.
19.
20.

21.

It is important for counselors to be able to describe
their own spiritual and/or religious belief system.
Religious beliefs can be both a problem and a
solution.
It is possible to refer a client to clergy who will
compromise treatment goals.
Spiritual/religious beliefs are aspects of
multiculturalism.
Some issues are better dealt with by religious
leaders than by counselors.
Spirituality cannot exist without religious
beliefs.(R)
It is inappropriate to include spiritual material in
counseling. (R)
Models of spiritual/religious development should
be taught in counseling programs.
Some people who have spiritual experiences are
not religious.
If the spiritual domain is not addressed, counselors
overlook significant information.
To increase acceptance of a client with different
beliefs and values, counselors must first
understand their own.
Understanding a client‟s spiritual/religious beliefs
is part of diagnosis.
Counselors who have not examined their
spiritual/religious values risk imposing those
values on their clients.
It is imperative for counselors to be able to identify
the spiritual connotations embedded in clients‟
statements.
Spirituality/religion can be part of the client‟s
problem.
A client‟s worldview is affected by religious
beliefs.
A majority of clients want to discuss religious
beliefs in counseling.
Someone can be religious without being spiritual.
Clergy members are better than counselors for
working with some issues.
Counselors‟ who can describe their own spiritual
development are better prepared to work with
clients.
A counselor‟s task is to be in tune to
spiritual/religious expressions in client
communication.

Stage
2

Stage
3

Stage
4

Final ITC
of retained
items
.464
.425

.179
high
freq
.177
.174
.289
.452
.235
.582
.357

.395
.568

.647

.232
.403
.212
.276
.296
.494

.517
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SCS Items
(n=100)

Corrected SCS
Corrected SCS
Corrected
Item-to- Items
Item-to- Items
Item-to-Total
Total (n=100) Total (n=100) Correlation
Correlation
Correlation
Stage
Stage
Stage
1
1
1

22. Highly religious beliefs can lead to depression or
anxiety.
23. Non-religious counselors need to examine why
they are not religious.
24. A spiritual emergency can be a good sign.
25. Counselors must consider a client‟s religion before
administering assessments.
26. Lack of spirituality can cause a sense of
helplessness.
27. There is a lot of diversity within a specific
religious denomination.
28. Spiritual/religious terms are infused in clients‟
disclosures.
29. Addressing a client‟s spiritual or religious beliefs
can help with therapeutic goal attainment.
30. Counselors who profess to be neither spiritual nor
religious must refer religious clients. (R)
31. It is inappropriate for counselors to refer a client to
a religious leader. (R)
32. It is appropriate to challenge certain religious
statements made by a client
33. There are instruments that assess aspects of
spirituality or religiosity.
34. All religions embrace multiculturalism. (R)
35. Religion and spirituality are aspects of cultural
identity.
36. Unresolved religious conflicts influence
interpersonal relationships
37. Early spiritual development influences problems
later on in life.
38. An overly religious counselor could negatively
affect the counseling relationship.
39. Cultural practices are influenced by spirituality.
40. A client‟s perception of God or a higher power can
be a resource in counseling.
41. Counselors are called by the profession to examine
their own spiritual/religious beliefs.
42. Counselors who have trouble understanding a
client‟s religious beliefs are obligated to refer.
43. If counselors do not explore their own spiritual
beliefs, they risk damaging the therapeutic alliance.
44. Spiritual/religious self-exploration is one avenue
toward professional and personal wellness.
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add

.289

.388
.344
.430
.459
.297

.358
.522
.041
.233
.075
.076
.007
.450
.543
.314
.208
.488
.707
.406
.272
.519
.552
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SCS Items
(n=100)

45. Emotional distress may be related to the client‟s
relationship with a higher power.
46. To be spiritual, one must have strong religious
beliefs. (R)
47. People must be religious before they can be
spiritual. (R)
48. Religion is the cognitive and behavioral
manifestation of spirituality.
49. Meditation is both a spiritual practice and a
therapeutic technique.
50. It is essential for a counselor to investigate the
nature of religious referral resources.
51. Counselors are obliged to remain open to spiritual
references by the client.
52. Religion can restrict spirituality.
53. Clinical concerns are raised when a client ridicules
their place of worship.
54. Counselors always risk imposing their values,
including those that are religious, on their clients.
55. Clients‟ use of spiritual language is something for
a counselor to be aware of.
56. Spiritual preoccupation can be a clinical focus.
57. Concern for clients‟ spiritual development is part
of a holistic approach.
58. Spiritual/religious beliefs impact a client‟s
worldview.
59. Asking the “right” spiritual/religious questions
during intake is imperative.
60. Someone can be spiritual without being religious.
61. Understanding human development helps a
counselor work with spiritual material.
62. A client who expresses hopelessness can be out of
touch with his or her spirituality
63. It is possible to be spiritual without believing in
God.
64. Including religious figures in guided imagery is an
appropriate counseling technique.
65. Before addressing spiritual/religious beliefs, a
counselor must understand human development.
66. “Spirituality” and “religion” mean the same thing.
(R)
67. Sacred scripture readings are appropriate
homework assignments.
68. Spiritual bypass is associated with avoidance of
responsibility.
69. Religiously-based interventions are only used
when religion is part of the problem. (R)

Corrected SCS
Corrected SCS
Corrected
Item-to- Items
Item-to- Items
Item-to-Total
Total (n=100) Total (n=100) Correlation
Correlation
Correlation
Stage
Stage
Stage
1
1
1
.415
.042
.101
.158
high
freq
.452
.362
.369
.283
.245
.643
.522
.733
high
freq
.478
.343
.586
.497
.290
,186
.241
.129
low
freq
.164
.055

251

SCS Items
(n=100)

70.
71.
72.
73.

Corrected SCS
Corrected SCS
Corrected
Item-to- Items
Item-to- Items
Item-to-Total
Total (n=100) Total (n=100) Correlation
Correlation
Correlation
Stage
Stage
Stage
1
1
1

Referral to a clergy member may harm a client.
Some religions are ethnocentric.
Religious beliefs can be dysfunctional.
Coping strategies are influenced by religious
beliefs.
It is essential to know models of human
development before working with a client‟s
spiritual/religious beliefs.
Religious beliefs should be assessed at intake.
Questioning one‟s faith is part of a DSM diagnosis.
Prayer is a therapeutic intervention.
Journaling is a religious counseling technique.
There is a relationship between human
development and spiritual development.
A person can be culturally Jewish but not
religiously Jewish.
Many clients use spiritually-related language to
express their problems.
Inquiry into spiritual/religious beliefs is part of the
intake process.

.031

83. Religious bibliotherapy exclusively involves
sacred texts. (R)
84. Spiritual and cultural values are strongly related.
85. It is essential to determine a client‟s spiritual
functioning during an intake assessment.
86. It is helpful for counselors to have relationships
with clergy members.
87. Counselors who are not spiritually self-aware are
at higher risk for negative reactions to clients who
are religious.
88. Understanding a client‟s level of spiritual
development informs a counselor‟s work with that
client.
89. Counselors who have not explored their own
spirituality cannot effectively include spirituality in
counseling.
90. Part of a counselor‟s job is to become acquainted
with local religious leaders.

.153

74.

75.
76.
77.
78.
79.
80.
81.
82.

.272
.274
.461
.389

.601
.153
.487
.301
.584
252
.443

.436

.440
.406
.412
.418

.670

.278

low
freq

* (R) denotes reverse scored item. The data associated with these items reflect reverse scoring.
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Table 16. National: Demographic Variables

Demographic
(n = 499)

n

%

Counseling Track:

Mental Health
School
Marriage & Family
Community
Pastoral
More than one track
Other
No response

146
126
134
21
4
48
18
2

73%
25%
27%
4%
< 1%
10%
4%
< 1%

Age:

20-29 years
30-39 years
40-49 years
50-59 years
60 or older
No response

309
91
59
33
3
4

62%
18%
19%
6.6%
< 1%
< 1%

Gender:

Male
Female
No response

94
402
3

19%
81%
< 1%

Do you attend a religiously
affiliated college/university?

Yes
No

224
275

45%
55%

Is your college/university
CACREP accredited?

Yes
No
Do not know
No response

409
32
51
7

82%
6%
10%
1%

Credit hours completed
in program:

0-6
9-12
Over 12
No response

169
32
295
4

34%
6%
59%
1%

Ethnicity:

African American
American Indian/Alaskan Native
Asian
Caucasian
Hispanic/Latino
Native Hawaiian/Pacific Islander
Other
No response

34
3
14
406
28
1
8
5

7%
1%
3%
81%
6%
<1%
2%
1%
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Demographic
(n = 499)

n

%

In which religious belief
system were you raised?

Agnostic
Atheist
Buddhist
Catholic
Charismatic
“Christian”
Evangelical
Fundamentalist
Hindu
Jewish
Mainline Protestant
Mennonite
Mormon
Muslim/Islamic
None
Other
Pentecostal
Taoist
Unity/New Age
No response

2
8
4
150
8
17
21
8
1
9
202
5
4
4
5
18
17
1
2
12

< 1%
2%
< 1%
30%
2%
3%
4%
2%
<1%
2%
40%
1%
< 1%
<1%
1%
3%
3%
< 1%
< 1%
2%

Which religious belief system
do you follow now?

Agnostic
Atheist
Buddhist
Catholic
Charismatic
“Christian”
Evangelical
Fundamentalist
Hindu
Jewish
Mainline Protestant
Mennonite
Mormon
Muslim/Islamic
None
Other
Pagan/Wiccan
Pentecostal
Unity/New Age
No response

13
13
10
83
7
36
28
7
1
6
155
5
4
4
22
34
2
11
13
39

2%
2%
2%
17%
1%
7%
6%
1%
< 1%
1%
31%
1%
< 1%
< 1%
4%
6%
< 1%
2%
2%
8%

Describe your current level of
religiousness:

Conservative
Liberal
Fundamental
Evangelical
Spiritual, but not religious
Neither spiritual nor religious
No response

101
125
13
51
166
22
21

20%
25%
3%
10%
33%
4%
4%
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Demographic
(n = 499)
Have you spent any time
deeply examining /
questioning your spiritual or
religious belief system?

n

%

Yes
No
No response

393
101
5

79%
20%
1%

If yes, at what
age?

Under 10 years of age
11-20 years of age
21 +
No response

10
244
114
131

2%
49%
23%
26%

Approximate
length of time:

Few hours
< 3 months
<6 months
6 months - 1 year
1 - 5 years
5 – 10 years
Continuous
No Response

2
12
15
35
121
47
122
45

< 1%
2%
3%
7%
24%
9%
24%
9%

230
263
6

46%
53%
1%

Did your personal spiritual
and religious beliefs play a
role in your choice to become
a counselor?

Yes
No
No response

Do you feel you have been
prepared by your program to
include spiritual and religious
issues in counseling?

Yes
No
No Response

232
246
21

47%
49%
4%

If yes, how were
you exposed
to this material?

Component of another class
Spirituality/religion in counseling class
Other type of exposure

117
80
20

23%
16%
4%

If no, would you
like your
program to…

Include it as part of a class
Have a class exclusive to these issues
Not address these issues
No response

70
134
27
51

14%
27%
5%
10%

At this time, would you be
comfortable addressing
spiritual and religious material
in counseling?

Yes
No

319
141
38

64%
28%
8%

Do you think that clients‟
spiritual and religious beliefs
are related to their mental
health?

Yes
No
“Sometimes;” “Can be”
No response

385
37
66
11

77%
7%
13%
2%
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Demographic
(n = 499)
What types of religions or
religious beliefs would be
uncomfortable for you to
address in counseling?
(free form response)

Are you familiar with
ASERVIC‟s Spiritual
Competencies?

n

Do not anticipate discomfort with any
Extreme Fundamentalism, Dogmatism,
Bible as Truth
Unfamiliar beliefs
Wicca Witchcraft, Cults, Pagan, New Age
Satanism
Islam/Muslim
Buddhism, Hinduism
Any other than my own
Atheism
All
Not sure or don‟t know
Ethnocentric religions
Harmful, oppressive religions
Mormon
Jehovah‟s Witnesses
Beliefs I don‟t agree with
Christianity
Crises of faith, religious doubts
Homophobic beliefs
Wouldn‟t address without training
Conservative Catholicism
Judaism
Wouldn‟t address without training
GLBT concerns
Yes
No
No response

257

%

86
51

17%
10%

31
27
25
21
20
18
16
12
12
11
9
9
7
6
6
6
4
4
3
3
3
3

6%
5%
5%
4%
4%
4%
3%
2%
2%
2%
2%
2%
1%
1%
1%
1%
1%
1%
1%
1%
1%
1%

25
461
13

5%
92%
2%

APPENDIX K:
TABLE 17. NATIONAL: CHANGE IN RELIGIOUS AFFILIATION
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Table 17. National: Change in Religious Affiliation from Childhood
Belief System

Agnostic
Atheist
Buddhist
Catholic
Charismatic
“Christian”
Evangelical
Fundamental
Hindu
Jewish
Mainline Protestant
Mennonite
Mormon
Muslim
None
Other
Pagan/Wiccan
Pentecostal
Taoist
Unity/New Age

Childhood

Adulthood

2
8
4
150
8
17
21
8
1
9
202
5
4
4
6
18
0
17
1
2

13
13
10
83
7
36
28
7
1
6
155
5
4
4
22
34
2
11
0
13
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Difference from
Childhood to
Adulthood
+11
+5
+6
-67
-1
+19
+7
-1
unchanged
-3
-47
unchanged
unchanged
unchanged
+16
+16
+2
-6
-1
+11

APPENDIX L:
TABLE 18. NATIONAL: ITEM MEANS, STANDARD DEVIATIONS,
AND PERCENTAGE OF CORRECT RESPONSES
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Table 18. National: Item Means, Standard Deviations, and Frequency of Correct Responses
SCS Items*
(Total sample: n=499)
1. It is important for counselors to be
able to describe their own spiritual
and/or religious belief system.
2. Religious beliefs can be both a
problem and a solution.
3. It is possible to refer a client to clergy
who will compromise treatment goals.
4. Spiritual/religious beliefs are aspects
of multiculturalism.
5. Some issues are better dealt with by
religious leaders than by counselors.
6. Spirituality cannot exist without
religious beliefs.(R)
7. It is inappropriate to include spiritual
material in counseling. (R)
8. Models of spiritual/religious
development should be taught in
counseling programs.
9. Some people who have spiritual
experiences are not religious.
10. If the spiritual domain is not
addressed, counselors overlook
significant information.
11. To increase acceptance of a client with
different beliefs and values,
counselors must first understand their
own.
12. Understanding a client‟s
spiritual/religious beliefs is part of
diagnosis.
13. Counselors who have not examined
their spiritual/religious values risk
imposing those values on their clients.
14. It is imperative for counselors to be
able to identify the spiritual
connotations embedded in clients‟
statements.
15. Spirituality/religion can be part of the
client‟s problem.
16. A client‟s worldview is affected by
religious beliefs.
17. A majority of clients want to discuss
religious beliefs in counseling.
18. Someone can be religious without
being spiritual.
19. Clergy members are better than
counselors for working with some
issues.

n
%
n of “4”
% of “4”
Correct** Correct** Response*** Response***
333
66.8
83
16.6

M

SD

4.72

1.37

5.01

1.15

381

76.4

69

13.8

4.20

1.55

242

48.4

97

20.1

5.1

.85

451

90.4

28

5.6

4.1

1.45

218

46.6

105

21.

4.56

1.53

298

59.7

82

16.4

4.47

1.36

267

53.6

128

25.7

4.22

1.43

232

46.4

123

24.6

5.14

1.23

394

79.0

53

10.6

4.54

1.31

273

54.8

123

24.6

5.30

1.08

405

81.1

49

9.8

3.92

1.49

196

39.2

117

23.4

4.69

1.41

323

64.8

76

15.2

4.24

1.22

218

43.7

138

27.7

5.11

1.03

380

76.2

93

16.6

5.13

1.07

381

76.4

76

15.2

3.58

1.15

103

20.6

145

29.3

4.81

1.43

331

66.3

73

14.6

3.90

1.41

175

35.0

144

28.9
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SCS Items*
(Total sample: n=499)
20. Counselors‟ who can describe their
own spiritual development are better
prepared to work with clients.
21. A counselor‟s task is to be in tune to
spiritual/religious expressions in client
communication.
22. Highly religious beliefs can lead to
depression or anxiety.
23. Non-religious counselors need to
examine why they are not religious.
24. A spiritual emergency can be a good
sign.
25. Counselors must consider a client‟s
religion before administering
assessments.
26. Lack of spirituality can cause a sense
of helplessness.
27. There is a lot of diversity within a
specific religious denomination.
28. Spiritual/religious terms are infused in
clients‟ disclosures.
29. Addressing a client‟s spiritual or
religious beliefs can help with
therapeutic goal attainment.
30. Counselors who profess to be neither
spiritual nor religious must refer
religious clients. (R)
31. It is inappropriate for counselors to
refer a client to a religious leader. (R)
32. It is appropriate to challenge certain
religious statements made by a client
33. There are instruments that assess
aspects of spirituality or religiosity.
34. All religions embrace
multiculturalism. (R)
35. Religion and spirituality are aspects of
cultural identity.
36. Unresolved religious conflicts
influence interpersonal relationships
37. Early spiritual development influences
problems later on in life.
38. An overly religious counselor could
negatively affect the counseling
relationship.
39. Cultural practices are influenced by
spirituality.
40. A client‟s perception of God or a
higher power can be a resource in
counseling.
41. Counselors are called by the
profession to examine their own
spiritual/religious beliefs.

n
%
n of “4”
% of “4”
Correct** Correct** Response*** Response***
293
58.8
117
23.4

M

SD

4.62

1.26

4.09

1.23

179

35.8

170

34.1

4.22

1.51

240

48.0

105

21.0

3.17

1.63

115

23.0

87

17.4

4.11

1.24

184

36.8

152

30.5

4.00

1.33

191

38.2

132

26.5

3.98

1.47

189

38.8

132

26.5

5.06

1.19

365

73.1

78

15.6

4.20

1.09

206

41.3

162

32.5

4.83

.98

325

65.2

137

27.5

4.66

1.21

284

57.0

154

30.9

4.38

1.28

137

47.5

171

34.3

3.38

1.48

112

22.4

135

27.1

4.04

1.30

181

36.2

150

30.1

4.98

1.38

353

70.7

83

16.6

5.17

.99

385

77.2

89

17.8

4.87

1.40

315

63.0

136

27.3

3.74

1.48

164

32.8

109

21.8

5.06

1.20

370

74.2

75

15.0

4.70

1.09

296

59.4

141

28.3

5.28

.92

396

79.4

82

16.4

4.45

1.43

266

53.3

111

22.2

262

SCS Items*
(Total sample: n=499)
42. Counselors who have trouble
understanding a client‟s religious
beliefs are obligated to refer.
43. If counselors do not explore their own
spiritual beliefs, they risk damaging
the therapeutic alliance.
44. Spiritual/religious self-exploration is
one avenue toward professional and
personal wellness.
45. Emotional distress may be related to
the client‟s relationship with a higher
power.
46. To be spiritual, one must have strong
religious beliefs. (R)
47. People must be religious before they
can be spiritual. (R)
48. Religion is the cognitive and
behavioral manifestation of
spirituality.
49. Meditation is both a spiritual practice
and a therapeutic technique.
50. It is essential for a counselor to
investigate the nature of religious
referral resources.
51. Counselors are obliged to remain open
to spiritual references by the client.
52. Religion can restrict spirituality.
53. Clinical concerns are raised when a
client ridicules their place of worship.
54. Counselors always risk imposing their
values, including those that are
religious, on their clients.
55. Clients‟ use of spiritual language is
something for a counselor to be aware
of.
56. Spiritual preoccupation can be a
clinical focus.
57. Concern for clients‟ spiritual
development is part of a holistic
approach.
58. Spiritual/religious beliefs impact a
client‟s worldview.
59. Asking the “right” spiritual/religious
questions during intake is imperative.
60. Someone can be spiritual without
being religious.
61. Understanding human development
helps a counselor work with spiritual
material.
62. A client who expresses hopelessness
can be out of touch with his or her
spirituality

n
%
n of “4”
% of “4”
Correct** Correct** Response*** Response***
100
20.0
123
24.6

M

SD

3.47

1.33

4.13

1.33

206

41.2

128

25.7

5.16

.99

290

78.2

82

16.4

4.73

1.09

309

62.0

130

26.1

4.84

1.23

312

62.9

116

23.2

5.15

1.05

357

71.5

102

20.4

3.12

1.49

89

17.8

123

24.6

5.10

1.07

366

73.4

102

20.4

4.75

1.15

296

59.4

138

27.7

5.23

1.00

401

80.4

69

13.8

4.37
3.60

1.53
1.31

257
114

51.5
22.8

87
136

17.4
27.3

4.64

1.57

277

55.5

125

25.1

5.14

.89

385

77.2

94

18.8

4.66

1.08

285

57.2

141

28.3

4.94

1.07

334

66.4

111

22.2

5.42

.87

430

86.2

53

10.6

3.81

1.28

146

29.2

133

26.7

5.29

1.09

397

79.5

66

13.2

4.72

1.14

295

59.2

136

27.3

4.48

1.12

245

29.1

177

35.5

263

SCS Items*
(Total sample: n=499)
63. It is possible to be spiritual without
believing in God.
64. Including religious figures in guided
imagery is an appropriate counseling
technique.
65. Before addressing spiritual/religious
beliefs, a counselor must understand
human development.
66. “Spirituality” and “religion” mean the
same thing. (R)
67. Sacred scripture readings are
appropriate homework assignments.
68. Spiritual bypass is associated with
avoidance of responsibility.
69. Religiously-based interventions are
only used when religion is part of the
problem. (R)
70. Referral to a clergy member may harm
a client.
71. Some religions are ethnocentric.
72. Religious beliefs can be dysfunctional.
73. Coping strategies are influenced by
religious beliefs.
74. It is essential to know models of
human development before working
with a client‟s spiritual/religious
beliefs.
75. Religious beliefs should be assessed at
intake.
76. Questioning one‟s faith is part of a
DSM diagnosis.
77. Prayer is a therapeutic intervention.
78. Journaling is a religious counseling
technique.
79. There is a relationship between human
development and spiritual
development.
80. A person can be culturally Jewish but
not religiously Jewish.
81. Many clients use spiritually-related
language to express their problems.
82. Inquiry into spiritual/religious beliefs
is part of the intake process.
83. Religious bibliotherapy exclusively
involves sacred texts. (R)
84. Spiritual and cultural values are
strongly related.
85. It is essential to determine a client‟s
spiritual functioning during an intake
assessment.
86. It is helpful for counselors to have
relationships with clergy members.

n
%
n of “4”
% of “4”
Correct** Correct** Response*** Response***
327
65.5
82
16.4

M

SD

4.80

1.48

3.42

1.30

90

18.0

150

30.1

4.21

.1.16

196

39.2

155

31.1

5.43

.99

410

82.1

58

11.6

3.17

1.49

95

19.0

109

21.8

3.09

1.19

53

10.9

90

18.0

3.56

1.38

108

21.6

166

33.3

3.75

1.33

139

27.8

140

28.1

4.88
4.95
4.78

1.10
1.23
1.05

314
334
314

63.0
66.9
63.0

122
103
126

24.4
20.6
25.3

4.28

1.14

212

42.5

158

31.7

4.03

1.33

178

25.6

162

32.5

2.49

1.27

34

6.8

49

9.8

4.50
3.56

1.35
1.48

243
135

48.7
27.0

165
113

33.1
22.6

4.66

1.12

284

57.0

147

29.5

5.28

1.11

399

79.9

61

12.2

4.64

1.06

275

55.1

156

31.3

3.91

1.23

149

29.8

164

32.9

3.99

1.24

138

27.6

186

37.3

4.42

1.13

232

46.5

173

34.7

3.66

1.26

114

22.8

153

30.7

4.09

1.26

188

47.6

166

33.3

264

SCS Items*
M
SD
n
%
n of “4”
% of “4”
(Total sample: n=499)
Correct** Correct** Response*** Response***
87. Counselors who are not spiritually
4.44
1.39
268
53.8
106
21.2
self-aware are at higher risk for
negative reactions to clients who are
religious.
88. Understanding a client‟s level of
4.69
1.02
277
55.6
159
31.9
spiritual development informs a
counselor‟s work with that client.
89. Counselors who have not explored
4.26
1.38
228
45.6
114
22.8
their own spirituality cannot
effectively include spirituality in
counseling.
90. Part of a counselor‟s job is to become
3.24
1.31
77
15.4
126
25.3
acquainted with local religious
leaders.
* (R) denotes reverse scored item. The data associated with these items reflect reverse scoring.
** Correct responses are based on a score of 5 (midpoint) or 6 (high) level of Agreement or Disagreement, as
appropriate for that item.
*** Respondents chose “4” (Low Agreement or Disagreement, as appropriate). Although this response choice was in
the right direction, it not considered as evidence of mastery of the material represented by the item.
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APPENDIX M:
TABLE 19. CORRELATION MATRIX FOR THE REVISED SCS ITEMS
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Table 19. Correlation Matrix for Revised SCS Items
16 73 58 39 43 41 44 13 75 85 82 55
16
73
.456
58
.478 .396
39
.353 .431 .300
43
.239 .259 .238 .249
41
.224 .230 .199 .204 .588
44
.340 .376 .364 .287 .463 .419
13
.367 .285 .290 .240 .496 .432 4.37
75
.232 .248 .240 .235 .257 .211 .216 .270
85
.124 .130 .153 .196 .252 .178 .215 .228 .619
82
.188 .198 .175 .174 .191 .248 .229 .209 .634 .631
55
.189 .310 .341 .217 .174 .196 .322 .212 .191 .199 .225
29
.342 .387 .344 .319 .388 .303 .483 .319 .349 .252 .300 .407
21
.194 .289 .174 .196 .239 .268 .271 .247 .279 .264 .257 .328
81
.323 .408 .291 .355 .209 .191 .273 .180 .211 .175 .245 .304
28
.261 .250 .236 .232 .305 .219 .271 .227 .181 .161 .186 .233
67
.218 .172 .131 .079 .192 .138 .181 .150 .206 .176 .177 .115
77
.219 .234 .209 .193 .160 .140 .249 .164 .222 .172 .182 .111
64
.116 .148 .058 .087 .246 .203 .219 .194 .224 .221 .192 .122
26
.191 .240 .254 .134 .307 .238 .408 .278 .122 .172 .126 .194
62
.219 .334 .260 .226 .229 .149 .330 .201 .177 .163 .149 .230
10
.366 .355 .310 .263 .266 .270 .402 .383 .299 .232 .261 .269
74
.127 .227 .215 .276 .246 .173 .190 .134 .289 .251 .211 .312
61
.216 .245 .269 .251 .267 .235 .327 .201 .174 .256 .267 .287
79
.241 .309 .281 .280 .286 .227 .375 .232 .205 .166 .171 .209
24
.211 .269 .200 .213 .203 .200 .294 .165 .158 .108 .139 .183
51
.115 .201 .322 .193 .172 .160 .204 .106 .139 .071 .142 .299
56
.263 .289 .263 .188 .113 .110 .154 .100 .223 .098 .115 .296
* Correlations significant at .05; all other correlations significant at .01

29

21

81

28

67

77

64

26

62

10

74

61

79

24

51 56

.404
.338 .238
.388 .297 .407
.249 .202 .173 .257
.309 .251 .240 .158 .441
.263 .201 .110 .175 .441 .359
.302 .192 .159 .222 .295 .306 .193
.276 .200 .232 .222 .299 .309 .172 .492
.421 .371 .256 .258 .258 .202 .170 .333 .258
.212 .166 .212 .125 .018* .062* .062* .060* .175 .142
.345 .267 .288 .236 .123 .129 .212 .231 .290 .219 .466
.345 .156 .268 .195 .211 .351 .195 .302 .362 .230 .437 .519
.305 .269 .288 .243 .286 .246 .201 .331 .276 .242 .063 .196 .223
.194 .175 .216 .228 .028 .132 .150 .136 .180 .171 .147 .214 .172 .143
.183 .261 .369 .164 .235 .218 .199 .152 .201 .168 .164 .239 .172 .162 .248
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